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Abstract
The aim of this research was to evaluate the effectiveness of the QA/I program in primary 
health care in Muscat Govemorate, Oman. The aim was achieved through a set of objectives 
and through secondary and primary research into the current QA/I program in Muscat since 
its implementation in 2002. After a comprehensive review of the literatures, a theoretical 
framework was developed.
The methodology was mixed methods i.e. qualitative and quantitative methods were used. 
Three phases were conducted to collect the data. Phase one explored all the secondary 
information exist about the QA/I program in PHC in Muscat Govemorate. Phase two primary 
data were collected by the questionnaire survey. Phase three primary data were collected by 
using semi-stmctured interviews. The overall all response rate from the questionnaire survey 
was 91%. However, the analysis of all data found that factors affecting the effectiveness of 
the current system are: Human Resource Management: the research showed that intensive 
training is needed for QA/I program including training in patients’ safety, infection control, 
auditors’ refreshment trainings, awareness QA training, communication skills training. 
Capacity building is also needed at the QA area as well. The number of family physicians is 
not enough to mn the PHC program at the current system; budgetary constraints (no budget is 
allocated for the QA program where a lot of activities are mnning in the system); QA 
Research needs to be strengthened and capacity building is also needed in this area; 
community involvement: community is involved at the Wilayat level (Districts); however, at 
the planning level and health centre QA technical committee the involvement of patients’ is 
not there. The community has to play a significant role in shaping the PHC services; 
documentation process is poor at the PHC and the health information system needs to be 
user-friendly and powerful in order to extract accurate information that aid for better decision 
making at the PHC level. A new National QA/I model is proposed by the end of this thesis.
These findings indicate that a top management commitment is necessary to support the 
national QA system, capacity building is required, and a revision of the current PHC 
standards and policies and introduction of national accreditation system is advised. The study 
opens future research to explore and evaluate these factors in more depth to improve the 
quality of care at the primary health care in Oman.
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His Majesty Quote:
''As it is well known that a healthy mind 
is in a healthy body, health should be a right o f  
every citizen. Since July 1970, we have decided to 
attach high priority to the development o f health 
o f the Omani people ”
H.M. Qaboos bin Said 
Sultan of Oman
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Chapter 1 
Introduction
1.0 INTRODUCTION
Quality is a continuous process of improvement, customer focused and customer driven. It 
relies on data for effective and efficient decision making and it is a process that is dynamic 
and organization wide. Quality is everybody’s responsibility (A1 Assaf, 2001). Primary 
Health Care (PHC) is essential health care based on practical, systematically and socially 
acceptable techniques and technology made commonly accessible to individuals and families 
in the community. It forms an essential part both of the country’s health system and of the 
overall social and economic development of the community. Indeed, the attempt from the 
Ministry of Health (MoH) to strengthen and renew PHC is evident (MoH, 2004a). The health 
services in Oman have developed extremely over the past years.
1.1 AIM
The aim of this study is to evaluate the effectiveness of the national Quality 
Assurance/Improvement programme in Oman since its implementation in 2002 up to 2010.
1.2 RESEARCH QUESTION
Although, the factors affecting the implementation of QA/I program have been extensively 
studied worldwide, limited evidence exists about these factors in Oman. In this research, the 
question to be answered is." Will the national QA/I programme in Oman primary health care 
improves the service delivery and the quality o f car el
1.3 RATIONALE & STUDY BACKGROUND
Since the Alma-Ata declaration on PHC in 1978 there has been a growing trend worldwide to 
increase the coverage of health care services, and a considerable amount of resources have 
been directed towards the establishment of health care facilities and the development of
human resources for health (A1 Assaf&Skeikh, 2004). In 1979, the Sultanate of Oman 
considered the complete primary care as the fundamental first portal access to all levels of 
health care (MoH, 2002c).
Quality in general practice is complex, poorly researched but clearly multidimensional. 
Winefielde/ al. 1995 (as cited in McSweeney, 1997). However, there is an increasing 
international literature about evaluating the implementation of quality programs in general 
practice (Al Hamadi & Roland, 2005; WHO, EMRO, 2003; Bilawka & Craig, 2003; 
Aghazadeh, 2002; Proctor & Campbell, 1999; Hsiao & Boult, 2008; Rosen, 2005;Legros et 
al, 2002 etc..). Moreover, in the life cycle of every program, project or initiative, evaluation 
helps owners and stakeholders make informed decisions. Evaluation is a tool for managers to 
determine the necessary decisions for improving program performance and productivity. 
Evaluation can also be applied to components within a program that impact on the quality of 
its deliverables and outcomes (HSCC, 2004 Canada).
Quality is tangible and is measurable. Therefore, according to the simple system theory as it 
was applied to health care by Donabedian (1966), each health care system can be divided into 
three components: structure (human and physical resources), process (the procedures and 
activities of care and services) and outcome (the results of care and services). Each of these 
components has a number of quantifiable elements that can be accurately defined and 
measured (Al Assaf & Sheikh, 2004).
Quality is rapidly becoming a global issue. Quality in health care is reaching a new 
dimension in that is being demanded and expected and providers are judged by it (Al Assaf, 
1998). Countries worldwide are beginning to introduce the concept of quality into their health 
care systems. This is because the provision of care per se, any care, is no longer the option 
(Al Assaf & Sheikh, 2004).
1.4 OBJECTIVES
Based on the research aim, the following objectives have been proposed for this research:
1. To assess the National QA/I program against its objectives?
2. To determine how QA/I program support and benefits providers?
3. To determine how QA/I program support and benefits clients?
4. To determine the successes in the applicability of the QA/I program
5. To find out the sources of deficiencies in this program
6. To discover the limitations in the applicability of QA/I program in PHC
7. To identify what kind of National Quality model should be developed in order to guide 
Omani health care services organizations in quality management.
1.5 OUTLINE OF CHAPTERS
1.5.1 CHAPTER ONE
An Introduction of the study
1.5.2 CHAPTER TWO
This chapter gives the literature review on the historical development of quality management 
in manufacturing and service industries focused more on the history of health care quality 
management. The historical analysis presented is in significant events, personages and 
organized in chorological order. Then the contributions of quality gurus are highlighted. This 
chapter contributes to the basis and concepts of quality management historical movements 
and how it arrived to health care sector.
1.5.3 CHAPTER THREE
This chapter demonstrates the literature review on the introduction of the development of 
national health services in Sultanate of Oman focusing more on primary health care service 
delivery; it focuses on the implementation of quality management program in PHC in Oman 
and discuss the development of the OA/I program in OmanJb_cusingjmore-on-the-initiation 
and the activities of this program in Muscat Govemorate where this research is conducted.
1.5.4 CHAPTER FOUR
A literature review on the concepts and definitions of quality dimensions of quality and 
quality tools, this chapter discusses the concepts, definitions and tools in quality management 
and proceeded in focusing upon the international perspective of quality management system 
worldwide elaborating more on Primary care services, barriers of implementation QA and 
end up with strategies for improving PHC.
1.5.5 CHAPTER FIVE
Research methodology 1 : the philosophical thought and detailed explanation of the research 
methodology adopted in fulfilling the objectives set at the start of the study, followed by a 
brief introduction to epistemology and the differences between qualitative and quantitative 
research designs and different evaluation schools .
1.5.6 CHAPTER SIX
Research methodology 2: describes the research design based on the research question and 
involves the theoretical framework for this study. Then sampling design and size, data 
collection method and data analysis plan are discussed. The final section involves ethical 
consideration and the fieldwork.
1.5.7 CHAPTER SEVEN
Research finding & Data analysis 1: This chapter demonstrates the analysis of secondary 
data. The analysis is based on the structure, process, and outcome approach to interpret the 
data collected. Structure approach covers the Human Resources at PHC, training and 
qualifications of staffing, QA Documentations and the approved PHC policies. Process 
analysis covers the PHC indicators such as out-patients visits, common morbidities, 
utilizations of services, electronic referral system, patients flow at different services and top 
management review meeting (TMR). The outcome analysis covers the cost of service 
delivery, the outcome of diabetic care management, outcome of the seventh fifth year plan 
indicators and results of satisfaction surveys for both staff and clients. The time frame of data 
collected will cover the period 2002 since the start of implementation of QA/I system at PHC 
in Oman up to 2010.
1.5.8 CHAPTER EIGHT
Research finding & Data analysis 2: This chapter will interpret the primary data collected by 
the questionnaire survey. The data obtained fi*om the questionnaires were coded and 
recorded and analyzed using Statistical Package of Social Science (SPSS) version 16. The 
first part in this chapter presents the demographic of the sample population. The tool for 
analysis of the questionnaire for evaluation of quality system in Primary Health Care in 
Oman consists of 5 major areas in quality system: Quality assurance documentation, 
involvement of patients, process based on standards, human resource management and 
process improvement based on quality improvement procedures.
1.5.9 CHAPTER NINE
Research finding & data analysis 3: This chapter will discuss the analysis of the interviews 
conducted at this research. The semi structured interviews consists of ten major themes as 
follow: QA program, management and supervision, training, QA research, community & 
staff empowerment, QA monitoring, QA design, quality improvement, standards and QA 
culture. The analysis covers the ten themes and explores the views of ten participants.
1.5.10 CHAPTER TEN
This chapter discusses all the findings chapters in relation to the study and finishes with a 
conclusion, recommendation and suggestions for future research.
Chapter 2 
A Broad History of Quality Management
2.0 INTRODUCTION
Quality is a continuous process of improvement, customer focus and customer driven. It 
relies on data for effective and efficient decision making and it is a process that is dynamic 
and organization wide. Quality is everybody’s responsibility (Al Assaf, 2001).
As quality assurance in health care is derived from industry, this chapter will give an 
overview of the historical development of quality management in manufacturing and service 
industries and will include in parallels the history of health care quality management. The 
historical analysis will be presented in significant events and organized in chronological order 
to see the movements of quality management throughout the years.
2.1 HISTORICAL DEVELOPMENT OF QUALITY MANAGEMENT
During the past decade, quality improvement (QI) has become the primary approach for 
health care organizations to measure performance and implement changes. From historical 
perspectives, QI has multiple origins: in engineering system as a way of defining production 
process; in quantitative analysis, as a methodological approach for collecting and analyzing 
data and in organizational behaviour as a way of understanding how QI fits with an 
organization’s structure and management philosophy (Colton, 2000)
The development of quality management can be defined in four stages (Dale & Plunkett, 
1990 as cited in Zhang 1997): quality inspection stage; quality control stage; quality 
assurance stage; total quality management stage.
2.1.1 QUALITY INSPECTION STAGE
Quality management started with simple inspection-based systems. Under such a system, one 
or more characteristics of a product are examined, measured and compared with specified 
requirements to assess its conformity (Kanji and Asher, 1993 as cited in Zhang, 1997). This
system is used to evaluate incoming products, manufactured components at appropriate 
points in the production process. It is undertaken mainly by staff employed specifically for 
this purpose. Products which do not conform to specification may be scrapped, reworked or 
sold as lower quality items. In some cases, inspection is used to grade the finished products. 
The system is an after-the-fact screening process with no prevention content other than, 
perhaps, the identification of suppliers, operations or workers manufacturing non-conforming 
products. Simple inspection-based systems are usually wholly in-house and do not directly 
involve suppliers or customers (Zhang, 1997).
2.1.2 QUALITY CONTROL STAGE
Product testing and documentation control became the ways to ensure greater process control 
and reduced non-conformance under a system of quality control. Representative 
characteristics of such systems were performance-data collection, feedback to earlier stages 
in the process, and self-inspection. Quality control measures led to greater process control 
and a lower incidence of non-conformance although screening inspection was again the main 
mechanism for preventing products which were outside the specification from being shipped 
to customers, (Zhang, 1997).
2.1.3 QUALITY ASSURANCE STAGE
The quality assurance stage came with the change from product quality towards system 
quality. In this stage, an organization sets up a system for controlling what is being done and 
the system is audited to ensure that it is adequate both in design and use. A major part of this 
change is to assess the efficiency of the system by using of both second-party and third-party 
audits. The major distinctiveness of this stage was the use of quality manuals, procedures, 
work instructions, quality planning, quality audits, etc. The essential difference is that quality 
assurance is prevention-based while quality control is inspection-based (Zhang, 1997).
2.1.4 TOTAL QUALITY MANAGEMENT STAGE
Total quality management stage is the premier level, involving the application of quality 
management principles to all aspects of the business. Total quality management requires that 
the principles of quality management be applied at every level in an organization. Typical of 
an organization going through a total quality process would be a clear and definite vision, few
interdepartmental barriers, time spent on training, excellent supplier and customer relations 
and the realization that quality is not just product quality but also the quality of the whole 
organization, including sales, finance, personnel and other non-manufacturing functions 
(Zhang, 1997).
In the following section, the development of QI is discussed. However, the timeframe 
mentioned give a logical boundary based on the events that helped to shape the development 
of QI (Colton, 2000).
2.2 1850-1950: INDUSTRIAL REVOLUTION
Several factors have been identified by historians that influenced the development of a 
management philosophy in the post Civil war period (1865-1898). In this period, the 
management was concerned with accomplishment of tasks and had little regard for the 
welfare of employees (Colton, 2000).
Frederick Taylor (1856-1915) believed that the rational positivism of science could be 
applied to the understanding of the work processes. Taylor formulated four fundamental 
principles lead to improved work effort and production. The first principle, believed that the 
scientific method could be applied to the study of work, so the processes could be explained 
and improved. It is argued that if the work not structured properly, the amount of work effort 
of each labourer decreased as the day wore on. Taylor believed that by scheduling the 
workload, including breaks, and by removing inefficient steps in a process, labourers would 
be able to put forth a consistent effort. Taylor work became the foundation of what is known 
as system engineering that entails the analysis of the components of a system production or 
service delivery which in turn forms the basis for QI activities (Colton, 2000).
The second principle, states that the scientific method should also be applied to the selection 
and training of workers. The third principle advocates cooperation between management and 
employees. Finally, the fourth principles, states that there should be an equal division of work 
tasks, so management and duties are clearly articulated as well as the workforce duties. 
Interestingly, Taylor’s other three principles did not gain the same recognition as the first 
(Colton, 2000).
During this period, the foundations of evaluation were established. The history of evaluation 
looks to the field of education for its origins as well as on management, scientific 
management was being accepted as a guiding philosophy (Colton, 2000).
In 1910, Abraham’s Flexner evaluation focused on the quality of medical schools as sites for 
physicians’ preparation. Flexner did not rely on empirically based criteria about on what he 
considered as common sense indicators such as availability of books, lab equipments and 
cadavers. The findings of Flexner’s report resulted in closing of many medical schools as 
well as the development of standards for physician preparations (Worthen& Sanders 1987 as 
cited in Colton, 2000).
In 1913, Ernest Codman a British physician promoted the idea of outcome based treatment. 
Codman believed that it was possible to determine which clinical interventions were effective 
by tracking patients’ progress through the course of hospitalization. Moreover, Codman 
believed this information could be used to identify the factors that contribute to procedure 
failure, so these factors could be corrected (Colton, 2000).
That is, the early 20^  ^century was providing to be a fertile period for the integration of health 
care, evaluation and management. The efforts of Flexner and Codman provided the first 
connection between quality concepts in health care, outcome measurements and development 
in management theory (Colton, 2000).
2.3 1915-1935: BUREAUCRACIES AND ORGANIZATIONS
The management theorist began to shift their attention fi*om examining work processes to 
understanding the role of management and the structure of organization during the first third 
of the 20* century such as Henri Fayol, Max Weber and Chester Barnard. These theorists 
believed that improvements made at the production point and the structure of the organization 
crated both opportunities for and obstacles to productivity, efficiency and effectiveness 
(Colton, 2000).
Henri Fayol referred as the father o f administrative management (Albanese, 1981 as cited in 
Colton, 2000) was the first to articulate the fiinctions that managers were expected to perform
within the organizations including forecasting, planning, organizing, commanding, 
coordinating and controlling. Fayol’s interest in management had two objectives. First, he 
believed that the basic functions of management could be articulated and then the principles 
be derived about the role of management with the organization context. Second, he believed 
that by articulating the principles that the management based on, management as a discipline 
could be taught and the manager’s effectiveness within the organization improved (Colton, 
2000).
Max Weber postulated that certain organisation structures were more effective and efficient 
than others. He believed that organisations based on a bureaucratic structure were able to 
achieve their goals. Additionally, he believed that successful organizations were functional 
and impersonal and consequently efficient (Colton, 2000).
Finally, Chester Barnard added a contribution to management and organization theory. He 
viewed organization as systems of coordinated, goal-directed functions. Like Weber, Barnard 
described organization in a way that involves impersonal structure, although he recognized 
that results were achieved by groups of employees working together to accomplish a result 
i.e. a team (Colton, 2000).
During this period, the contribution of these theorists helped to establish the principles that 
we now use to describe the role and function of organizations and relation of the organization 
to both management and employees. Therefore, the organizational theories of Fayol, Weber 
and Barnard have provided a contextual basis to examine and understand the factors that 
influenced the implementation and use of QI programs in health care organizations (Colton,
2000).
2.4 1935-1969:HUMAN RELATIONS AND EXPANSION OF HEALTH CARE
Between 1924 and 1933, the Hawthorne study was conducted. It has had a significant 
influence on the history of organizational behaviour. However, the influence of this study on 
organization thinking did not begin until 1940s and 1950s. This study finding has been 
assimilated into the QI paradigm as reflected by bottom up approach to implementing QI 
initiatives. For example, in organization practicing quality management, line workers are
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empowered to monitor and modify their work activities and processes. Additionally, 
teamwork is encouraged and in health care organizations quality initiatives are encouraged 
between disciplines and departments (Colton, 2000).
During this period, Walter Shewhart (1891-1967) became interested in the production process 
and those elements of the process that contributed to the manufacture of faulty parts. He 
believed that scientific method could be applied to manufacturing and used to determine 
when a production process was out of compliance. Shewhart’s work formed the foundation of 
quality control in the manufacturing sector. He also recognised the monitoring process and 
the results obtained from the process had to occur spontaneously at all stages of the processes 
(Colton, 2000).
Moreover, Shewhart believed that when workers properly were trained this could detect and 
correct problems during the manufacture process rather than waiting until the end of the 
production to inspect and correct the defective products (Colton, 2000).
2.5 1960-1980: STATUS QUO
In 1960s and 1970s, much of the management literature focused on the issues of management 
style, and motivation of employees that was reflected by such approaches like management 
by objectives, situational leadership, participative management, job enrichments and job 
sharing (Colton, 2000).
This period was remarkable for the development of quality assurance as principle means of 
reviewing the provision of health services within the health care field. Accordingly, at this 
time, although the term quality had entered the language of health care providers, the focus 
was on developing meaningful, valid, reliable standards of practice and care rather than on 
the actual process of improving organization performance (Colton, 2000).
2.6 1980 - pr e se n t : THE QUALITY HEALTH CARE ORGANIZATION
In the late 1980s, the health care literaturebegan to praise the success of the QI movement. 
Several factors helped to facilitate the adoption of QI by health care organizations (Colton,
2000).
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2.7 HISTORY OF QUALITY MANAGEMENT -  THE HEALTH CARE SECTOR 
PERSPECTIVE
Quality assessment and quality control in health care date back to mid -nineteenth century in 
England where DrEdwin Chadwick, a public health activist and a pioneer, published a report 
in 1842 which described the unacceptable sanitary conditions associated with urban and rural 
communities in Britain at that time. He attributed this problem to lack of public health 
professionals who could provide quality service to community. He recommended the 
establishments of guidelines and training of public health workers (Al Assaf, 2001).
Until the mid-1900s, quality assurance initiatives were concerned mostly with the structural 
components of health care delivery, particularly the facilities, equipment, staff and 
administration. In the 1950s, requirements to meet specific criteria began to be imposed prior 
to some medical interventions. As health care expenditures escalated in the 1960s, quality 
assurance measures were often used as a method to control costs. The implementation of 
mandatory continuing education gained momentum in the 1970s in the United States, and in 
the 1980s in Canada (Health Regulatory Organizations of British Colombia (HROBC), 2005)
Some leaders in health care had a significant input in quality management. Florence 
Nightingale (1820-1910) is remembered as a pioneer of nursing and a reformer of hospitals. 
Nightingale redirected her work toward the British Military health care system during the 
Crimean war (1854) and saved lives of thousands. She was documenting the observation of 
death by diagrams and presented data that compared the mortality causes in military and 
civilian circumstances. This innovation led to dramatic changes in nursing care and hospital 
administration. Her leadership had profound impact on changing the social expectations and 
nursing care outcome in Britain (Bennett &Slavin, 2002).
Avedis Donabedian described and evaluated methods of assessing and measuring the quality 
of care at the level of the physician -  patient interaction. He identified three approaches to 
assessment: structure, process and outcome of care, structure variables describe the 
chrematistics of inputs to care process i.e. physical structure and condition, doctors’ training
and qualifications and nursing training and competence etc the process variable describe
the care provided or characteristics of its provisions e.g. doctors’ orders, procedures or steps
12
which a patient gains access to a doctor. The outcome variable describe the relevant 
characteristics of patients after receiving the care such as survival, death, length of hospital 
care , complications etc... (Bennett &Slavin, 2002: pg 8).
2.8 CONCEPTS FROM QUALITY GURUS
Quality improvement in industry has a long history around the world. Quality improvement 
gurus and experts like W. Edwards Deming, Walter Shewhart, and J.M. Juran have 
introduced the concepts of quality improvement to American industry over the past fifty 
years (Bennett &Slavin, 2002). These quality gurus have contributed to the development of 
present day quality techniques (Davies, 2001). The quality improvements tools help reduce 
problems in the production and distribution of manufactured goods, but they have also been 
applied to companies that supply services. These service applications have led to the present 
use of quality improvement in health care (Bennett &Slavin, 2002).
William Edwards Deming was bom in 1900. In 1925, he met and worked with Dr. Walter 
Shewhart at Western Electric’s Hawthorne plant in Chicago. In 1956 he was awarded the 
Shewhart Medal by the American Society for Quality. Four years later, Deming was awarded 
the Second Order of the Sacred Treasure by the Emperor of Japan (Bennett &Slavin, 2002).
Dr. Deming made an important input to the science of improvement by recognizing that there 
are certain elements of knowledge that strengthen all improvements in the entire range of 
applications. He gave these elements of knowledge the name “System of Profound 
Knowledge.” Profound denotes the deep insight that this knowledge provides in making 
changes that will result in improvements in a variety of settings. System denotes the emphasis 
on the interaction of the components rather than on the components themselves. According to 
Deming, to understand the workings of a system and hence be able to improve it, one has to 
have an appreciation of the system as an entity onto itself, have an understanding of its 
variation, theory of knowledge of how to bring about change, and psychology of personnel 
(Bennett &Slavin, 2002).
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Table 2.0 Deming’s 14 quality philosophy points
1. Create constancy of purpose toward quality improvement of product and service, with the aim of being 
competitive
2. Adopt the new philosophy of leadership and change for the new economic age
3. Cease dependence on inspection for quality hy building quality into the product in the first place
4. End the practice of awarding business on basis of a price tag hy minimizing costs through a single 
supplier for any one item built on long-term relationships of loyalty and trust
5. Improve constantly and forever the system of production and service, to improve quality, productivity, 
and cost reduction
6. Institute training on the job
7. Institute leadership by helping people do a better job through enlightened supervision
8. Drive out fear, so that all may work effectively
9. Break down barriers between departments so that people in research, design, sales, and production work 
as a team
10. Eliminate slogans, exhortations, and targets asking for zero defects and new levels of productivity; 
eliminate work standards (quotas) and management by objective, numbers, and numerical goals; realize 
that low quality belongs to the system and is beyond the power of the workforce; instead substitute 
leadership
11. Remove harriers that rob workers their right to pride of workmanship hy charging supervisors with the 
responsibility of quality over
12. Remove harriers that rob people in management their right to pride of workmanship by eliminating 
ratings systems and management hy objective
13. Institute vigorous programs of education and self-improvement
14. Create a top management structure to push every day on the above 13 points. Top management 
commitment is where it begins and ends (Zhang, 1997).
Source: (Zhang, 1997)
Table 2.0 above shows how Deming offered realistic and practical approaches to the 
improvement of quality and productivity that relied heavily on his components of the 
“System of Profound Knowledge” and proposed fourteen quality principles that led to the 
development of quality improvement approaches that changed the focus of enlightened 
managers from trying to change people to changing processes and systems to improve output 
and reduce cost through redesign and reengineering (Bennett &Slavin, 2002).Additionally, 
the concept of variance and a systematic approach to problem solving called “PDCA cycle” 
(Plan, Do, Check, Act) was introduced by Deming. He stressed that management is 
responsible for 94% of quality problems (Davies, 2001).
Joseph Moses Juran was bom in 1904. During World War II, Juran served in the government 
improving the efficiency of processes eliminating paperwork and hastening arrival of
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supplies to overseas associates. In 1951, he published the Juran Quality Control Handbook 
that led to international eminence. He also went forward to influence Japanese management’s 
responsibility for quality control. In 1979, DrJuran founded the Juran Institute to better 
facilitate broader exposure of his ideas. Similarly to Dr. Deming, Joseph Juranreceived the 
Second Order of the Sacred Treasure award from Emperor Hirohito for “the development of 
quality control in Japan and the facilitation of U.S. and Japanese friendship” (Bennett 
&Slavin, 2002).
Furthermore, Juran teaches a project-by-project, problem-solving, team method of quality 
improvement in which all levels of management must be involved i.e. Total Quality 
Management (TQM). Quality does not happen by accident; it must be planned. His key points 
involve: implementing organizational wide quality planning including identifying customers 
and their needs, establishing optimal quality goals, creating measurements of quality, 
planning processes competent of meeting those goals under operating conditions, and 
producing continuing results in improved market share, premium prices, and reduction of 
error rates. Dr. Juran was the first to incorporate the human aspect of quality management, 
embraced in TQM (Bennett &Slavin, 2002).
Juran considers quality management as three basic processes (Juran Trilogy): quality 
planning, quality control, and quality improvement (Juran and Gryna, 1993). Juran defines 
quality as “Quality is customer satisfaction” or “Fitness for use”. In his view, the approach to 
managing for quality consists of the sporadic problem is detected and acted upon by the 
process of quality control', the chronic problem requires a different process, namely, quality 
improvement', and such chronic problems are traceable to an inadequate quality planning 
process.
Similar to Deming, Juran believed that most quality problems are due to management, not 
employees. Juran believed that less than 20% of quality problems are due to workers (Davies,
2001).
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Table 2.1 Juran Breakthrough activities
1. Breakthrough in attitudes - convincing those responsible that a change in quality 
level is desirable and feasible
2. Discovery of the vital few projects - determining which quality problem areas are 
important
3. Organizing for breakthrough in knowledge - defining the organizational 
mechanism for obtaining the knowledge for achieving a breakthrough
4. Creation of a steering arm - defining and staffing a mechanism for directing the 
investigation for quality improvement
5. Creation of a diagnostic arm - defining and staffing a mechanism for executing 
the technical investigation
6. Diagnosis - collecting and analyzing the facts required and recommending the 
action needed
7. Breakthrough in cultural pattern - determining the effect of a proposed change 
on the people involved and finding ways to overcome resistance to change
8. Breakthrough in performance - obtaining agreement to take action
9. Transition to the new level - implement the change
Source: (Zhang, 1997)
Table 2.1 above demonstrates Juran’s break through activities. Additionally, chronic 
problems require the principles of breakthrough, whereas sporadic problems require the 
principle of control (Juran and Gryna, 1970). The ‘"Breakthrough” activities (quality 
improvement) (Juran and Gryna, 1970) are showed in Table 2.1 above.
Additionally, “Control” activities (Juran and Gryna, 1993) include: choosing the control 
subject: i.e., choosing what we intend to regulate; choosing a unit of measure; setting a goal 
for the control subject; creating a sensor which can measure the control subject in terms of 
the unit of measure; measuring actual performance; interpreting the difference between actual 
performance and the goal; and taking action (if any) on the difference.
Finally, Juran’s “Planning” activities (Juran and Gryna, 1993) consist of: establish the 
quality goal; identify customers; discover customer needs; develop product features; develop
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process features; and establish process controls and transfer to operations(Juran and Gryna, 
1993).
Philip B. Crosby was bom in 1926. Crosby worked as a reliability engineer and quality 
manager in industry where he created the “zero defects” concept. In 1979, he founded Philip 
Crosby Associates (PCA). PCA taught management courses on how to establish a quality 
improvement culture. Clients included large corporations such as Chrysler, Motorola, Xerox 
and many others. His 14 Points of Steps to Quality Improvement included ideas involving: 
management commitment, education and training, measurements, costs of quality, quality 
awareness, corrective action, zero defects, goal setting and recognition. Crosby expressed 
four absolutes: the only definition of quality is conformance to requirements, what causes 
quality is prevention, not appraisal, zero defects is the only acceptable performance standard 
and the price of non-conformance is how quality should be measured(Bennett &Slavin, 2002)
The least known of the four American gums was Conway who followed Deming and referred 
to as a Deming Disciple. Conway believed that senior management lacked conviction and 
that quality increased productivity and lowered costs and list six tools for quality 
improvement: Human relations skills. Statistical survey. Simple statistical techniques. 
Statistical process control (SPC), Imagineering and Industrial engineering (Davies, 2001).
Donald Berwick is a physician and leader in the area of quality management and the 
American health care system. He gained significant prominence with the publication of the 
2000 report by the Institute of Medicine (lOM) "To Err is Human." The lOM's report on 
patient safety pointed to the following observations: first, American health care is 
unacceptably unsafe. Between 3 and 4% of hospital patients are harmed by the care that is 
intended to help them. Second, almost all information on patient safety is specific to acute 
care hospital settings. Far too little is known about other areas of care, like nursing homes, 
home health care, office-based care, and ambulatory surgery. Third, errors and threats to 
patient safety are not generally due to carelessness or incompetence. Perhaps 95% to 98% are 
"system errors," attributable to the equipment, procedures, job designs, and communication 
systems(Berwick, 2005).
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Fourth, there is a long history of scientific research on causes of errors and ways to prevent 
them. The aviation industry is an excellent example of this type of accountability. Other 
industries rely on human factors engineering, human psychology, industrial engineering, and 
others to make their systems safer. Finally, improving safety will require cultural changes in 
health care. To reduce errors, health care needs to know about and discuss its own errors, 
which is now rarely the case. Health care has trouble learning about hazards and preventing 
them. There is widespread distrust by the public in the lack of transparency of the health 
system (Berwick, 2005).
In 1949 Kaoru Ishikawa argues that quality improvement is too important to leave in hands of 
specialists and he stressed that it should be company-wide from the directors to the shop 
floor, top to bottom and an all pervasive influence on the way business is conducted (Davies,
2001).
Ishikawa had three major contributions to quality: First the uses of simplified tools, referred 
as the seven basis tools to be used by quality teams and everyone at the organization. Second 
his contribution to the concept that quality is a company-wide issue, referred to as company- 
wide quality control. Finally, his contribution to quality circle movement at Japanese 
companies (Davies, 2001).
Furthermore, Ishikawa proposed structured methods of solving problems referred as 
Ishikawa’s seven basic tools. These tools are Process flow chart; Check sheet; Histogram; 
Pareto chart; Cause - effect diagram (Ishikawa diagram); Scatter diagram; and Control chart. 
Ishikawa’s concept of total quality control contains six fundamental principles: Quality 
firstnot short-term profits first; Customer orientation - not producer orientation; The next step 
is your customer - breaking down the barrier of sectionalism; using facts and data to make 
presentations - utilization of statistical methods; respect for humanity as a management 
philosophy, full participatory management; and cross - functional management (Zhang, 
1997).
The concept of Total Quality Control (TQC), developed by Armand V Feigenbaum, is a 
systematic approach that involves all the functions of organization and not just the 
manufacturing. Feigenbaum considered QI is the single most powerful force that leads to
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organizational success and growth. He argued that quality should be built in at early stages 
and should be allowed to develop progressively. His concept of TQC showed that quality is 
the essence a way of completely managing the organization. He argued also that TQC 
requires a clear understanding of international market management needs a thorough grasp of 
total quality strategy and total quality process are the single most influential change agent for 
companies today (Davies, 2001)
The British guru of quality management called John Oakland developed a pragmatic 
approach to introducing quality management. In 1989, he introduced the total quality model 
that showed business excellence requires management commitment and a quality policy, 
teamwork, quality system, tools and techniques. Later, he developed a model that indicted 
total quality requires five soft outcomes: identifying customer/supplier relationships, 
managing processes, changing the culture, improving communication and showing 
commitment. Additionally, this model requires three hard necessities: quality systems, tools 
and techniques, and quality teams (Davies, 2001)
Further, Oakland has stressed the integration of total quality into an organisation’s business 
strategy. He also emphasises that effective leadership is the key to business excellence, he 
argued that this effective leadership can be demonstrated by a commitment to customer 
improvement, a right first time philosophy, training people to understand customer/supplier 
relationship, managing system improvement by ISO 9000 registration , modem supervision 
and training, managing processes through quality team work and improved communications, 
eliminating barriers and fears, constant education and expert development and finally, 
systematic approach got integration into the business strategy (Davies, 2001)
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Table 2.2Summary of quality Gurus’ contributions to business excellence
Deming Management Philosophy - PDCA
Juran Planning and quality
Cost of quality
Crosby Zero defects
Do it right first time
Conway Six tools for QI
Ishikawa Seven tools for QI
Feigenbaum TQC
Oakland Quality model
Berwick Patient safety notion
Table 2.2 above summarises the contribution of quality gurus to business excellence.
2.9 SUMMARY
This chapter demonstrated an overview of the historical development of quality management 
in manufacturing and service industries focused more on the history of health care quality 
management. The historical analysis presented was in significant events, personages and 
organized in chorological order. Then the contributions of quality gurus were highlighted. It 
can be seen that the movements of quality from the manufacturing to health sectors passed 
through different stages.
However, it can be seen that each quality gurus has its own philosophy, but several principles 
must be taken into account when considering the development of quality assurance in an 
organisation. First, top management commitment is very essential. Second, to determine the 
current positions and set goals relevant measurement is necessary. Third, the workforce must 
be trained in quality team work and problem solving. Fourth, system based tools can be used 
to improve productivity. Fifth, prevention is better than inspection. Finally, quality 
improvement should be customer focused both internal and external customers are of same 
high importance (Davies, 2001). Understanding the philosophy of quality Gurus will aid in
2 0
the development of the concepts and factors that may affects the effectiveness of quality 
management system while evaluating the QA program In PHC in Oman. This will form the 
basis for understanding in depth knowledge about the essential principles in QA system.
The next chapter will proceed in focusing upon the national health care system and quality 
management system in Oman.
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Chapter 3 
National Health and Quality Management Systems in Oman
3.0 INTRODUCTION
Since the Alma-Ata declaration on primary health care (PHC) in 1978, there has been a 
growing trend worldwide to increase the coverage of health care services and a considerable 
amount of resources have been directed towards the establishment of health care facilities and 
the development of human resources for health (Al Assaf&Skeikh, 2004). In 1979, the 
Sultanate of Oman has considered the complete primary care as the fundamental first portal 
access to all levels of health care (MoH, 2002c).
This chapter gives an introduction about the geography of Oman and then it will focus on the 
development of national health services in the Sultanate of Oman focusing more on primary 
health care service delivery. Then, this chapter will focus on the implementation of quality 
management program in PHC in Oman. The aim of this study is to evaluate the effectiveness 
of the national QA/I programme in Oman since its implementation in 2002 up to 2010. This 
chapter will address the details of the national QA/I programme in PHC in Oman and the 
service delivery.
3.1 PRIMARY HEALTH CARE: AN OVERVIEW
Primary health care has been the subject of a quiet revolution in recent years and was 
suspended for fiirther radical change, with reforms to the structure and impact of primary care 
services and the introduction of new projects. The Primary Health care Services in Oman is a 
challenging setting and one which is constantly adapting to meet the evolving health needs of 
its people. Primary health care is distinguished by the level of integration into the greater 
health community and involvement in improving the health of the immediate community 
served (MoH, 2007). Primary health care attempts to have accessibility, comprehensiveness, 
coordination, continuity and accountability at patient and community levels. It is also has 
emphasis on health promotion and disease prevention (JCI, 2005).
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The international community and agencies have praised the health services development of 
the Sultanate of Oman. The "Nations Progress Report" issued in 1997 by UNICEF has 
acknowledged the Omani achievements in child health and has ranked The Sultanate among 
the leading countries in the Middle East, Africa and even the whole World that have achieved 
control of childhood diseases such as poliomyelitis, diphtheria and tetanus neonaturm. The 
"Human Development Report" issued by United Nations Development Program has ranked 
the Sultanate number one country for its achievement in reducing under 5 mortalities and 
increasing immunization coverage to almost 99%. It has considered the Sultanate as a model 
for human development (MoH, 2007).
3.2 GEOGRAPHICAL FEATURES OF OMAN
The Sultanate of Oman is located in the south-eastern comer of the Arabian Peninsula. It has 
a coastal line extending almost 1,700 kilometres from the Strait of Hormuz in the North to the 
borders of the Republic of Yemen, overlooking three seas; the Arabian Gulf, Gulf of Oman 
and the Arabian Sea. The Sultanate of Oman borders Saudi Arabia and United Arab Emirates 
in the West, the Republic of Yemen in the South, the Strait of Hormuz in the North and the 
Arabian Sea in the East (MoH, 2007).
The Sultanate of Oman is administratively divided into 11 govemorates with 61Wilayats 
(Districts). These regions are: AL Dakhliyah, AL Sharqiyah, Al Batinah, AL Dhahirah, and 
Al Wusta, Muscat, Dhofar, Musandam and Al-Buraimi Govemorates. The Govemorates of 
AL Sharqiyah and Al Batinah have each been further subdivided into two (south & north), for 
health administration, giving a total of eleven health Govemorates in Oman regions (MoH, 
2007) as shown in Map 1 (Appendix 1).
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3.3 STRUCTURE OF NATIONAL HEALTH SYSTEM
3.4 MISSION OF HEALTH SERVICES IN OMAN
The mission of the Ministry of Health (MoH) is ‘‘to enhance the health and well being o f  all 
the people o f Oman hy ensuring the availability o f comprehensive health services throughout 
the Sultanate. In order to attain and sustain the highest possible level o f  health, MOH will 
cooperate and collaborate with other social and economic sectors, fo r  protecting and 
promoting the health o f the people in their bid to achieve a better quality o f  life. The Ministry 
o f Health will share with the people, the responsibility fo r  achieving a state o f health, which 
will permit them to lead a socially and economically productive life” (MoH, 2007: 1).
3.5 GOALS OF MINISTRY OF HEALTH (MOH, 2007:1)
The Ministry of Health has established the following 12 goals in order to achieve its mission 
as shown in Table 3.0 below. Most of the goals directed to health care quality.
Table 3.0 Ministry of Health Goals
To improve access to health services and ensure equity in health services availability and utilization.
To upgrade the hospitals and all other health institutions at sub-regional, regional and national levels, and effectively link 
these through efficient referral
To eradicate or control further the preventable communicable diseases still prevalent in the country.
To ensure adequate and reliable supply o f safe and cost-effective drugs of acceptable quality, and promote its rational use 
To inform and educate the people so that they adopt healthy life-styles and food habits, in order to prevent or alleviate health 
problems such as obesity, cardiovascular disorders and diabetes 
To improve the quality of health care.
To improve the cost-effectiveness of all health care services
To improve the managerial process and strengthen health system management.
To seek greater and more effective participation of the people and communities in planning, implementation and evaluation 
of health care.
To co-operate and coordinate with other ministries to monitor and evaluate the environment on a continuous basis
To promote health care human resources development so as to achieve Omanization and optimum utilization of health
manpower.
To strengthen health systems research as an aid to improvement of the health services in terms of its impact on health status, 
cost effectiveness and optimum utilization of all resources.
Table 3.0 above illustrates the Ministry of Health Goals.
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3.6 DEVELOPMENT OF THE HEALTH SERVICES IN OMAN
Since 1970 and after the Omani Renaissance, His Majesty Sultan Qaboos Bin Said has 
always emphasized the importance of health in social and economic development. This has 
stimulated the Government to realize the potential returns from investments in health. 
Improved health would contribute to economic growth by reducing production losses because 
of workers' illness, increasing enrolment and achievements of school children who form the 
basis for the developing population, and freeing, for alternative uses, resources that would 
otherwise have to be spent on treating patients (MoH, 2007).
From the beginning, the Government made a commitment to develop a modem welfare state, 
including promotion of health of the Omani people. A Royal Decree was issued to establish 
the Ministry of Health (MOH) in August 1970. Since then, the MOH was able to build from 
scratch a modem national system that offers all Omani citizens universally accessible health 
services free of charge. Such developments were only possible through proper health 
planning and therefore the MOH developed Five-Year plans, the first of which started in 
1976(MoH, 2007).
In 2000, the World Health Organisation (WHO) conducted an analysis of 191 national 
systems and Oman was awarded first place in healthcare delivery efficiency and utilisation of 
financial resources. Oman was also rated in the top 10 of the world's most effective 
healthcare systems (UK Trade and Investment, 2003).
The health services supplied by the MoH is a three-tiered system starting from primary health 
care (PHC) such as health centres and extended health centres (polyclinics), moving towards 
secondary and tertiary health care systems.
The Ministry of Health is responsible for ensuring the availability of health care to the people 
of Oman. In the course of implementing its health development plans, the Ministry’s 
organization had to be adapted in tune with the strategies and objectives that were crystallized 
during 1990. These can be summarized broadly as (MoH, 2007): regionalization of health 
services and decentralization of decision making in specified technical, administrative and 
financial affairs, emphasizing the role and importance of planning, development of Education
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and Training in health, emphasizing the importance of health systems research and 
emphasizing the importance of regional and international relations (MoH, 2007).
3.7 HEALTH PLANNING IN THE SULTANATE OF OMAN (MOH, 2008)
Since 1976, the Ministry of Health started its five-year health development plans, in order to 
achieve its mission and carry out its responsibilities for social and economic development. 
The Health development plans had significant impact on health services and health status. 
Such development reflects the government commitment towards health services and health 
care since the blessed renaissance. The health development had occurred in two phases as 
explained below.
The first phase of the health planning in Sultanate of Oman extended from 1976 to 1990, in 
which three 5-year plans were implemented. These plans were concerned with building 
health services infrastructure. Prior to the blessed renaissance there were few health 
institutions that were not enough to face the prevailing unsatisfactory health status. The 
second phase of planning started at 1991 and included 3 five-year health plans (the fourth, 
fifth and sixth), and was completed by 2005. This phase was characterized by several main 
directions formulated after a comprehensive review of the health system in 1990. Among 
other directives “decentralization of health services” was implemented through the 
establishment of directorates general of health services for 10 health regions, with delegation 
of financial and administrative authorities. In 1993 local directorates at Wilayat level were 
established followed by hospital autonomy in the year 2000.
Moreover, the preparation of plans of the second phase followed “the managerial process for 
national health development”. These plans included different programs each directed to one 
health priority or health problem. The general framework of the 4th, 5th and 6th plans was 
prepared at the central level. The 5th and 6th plans included 10 detailed regional plans while 
the 6th plan included, in addition, 19 wilayat plans, in line with the decentralization policy of 
Ministry of Health.
The second phase plans of Ministry of Health emphasized qualitative development besides 
the quantitative and geographical expansion of health services. The decentralization policy in
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health services helped in empowerment of the administrative machinery and promoted the 
planning process at the local level. This has resulted in a tremendous increase in health 
services distributed over the Sultanate. Several hospitals were established in all regions in 
order to provide specialty services mainly secondary care and limited tertiary health. Human 
resources developments through the establishment of training health institutes qualify staff in 
the field of nursing, medical laboratories, radiography, assistant dentists, assistant 
pharmacists and health inspectors and other paramedic.
3.7.1 FIRST (1976-1980) & SECOND (1981-1985) PHASES OF FIFTH YEAR PLANS
The first five-year plan (1976-1980) of the MOH aimed mainly to reconstruct and develop 
already available health resources as well as those established after 1970. The second (1981- 
1985) and third (1986-1990) five-year plans were concerned mainly to increase the coverage 
of health services and at the same time improve the quality of care. That period of 
development showed an increase in the numbers of health centres and hospitals as well as the 
start of a number of preventive health programs e.g. Expanded Program of Immunization 
(EPI) and Control of Diarrheal Diseases.
3.7.2 THIRD PHASE (1986-1990) FIFTH YEAR PLAN
The third five-year plan ended in 1990 with the establishment of the most highly specialized 
and equipped hospital in Oman, the RoyalHospital with 635 beds at that time. The fourth 
five-year plan (1991-1995) was developed after extensive and scientific efforts to identify the 
priority health problems and needs, and a plan for health programs directed to such needs was 
established. As a result a number of health care programs were strengthened and others have 
been developed e.g. Birth Spacing Program.
3.7.3 FOURTH PHASE (1991-1995) FIFTH YEAR PLAN
The fourth five-year plan had a number of planned health projects to improve quality of 
services as well as the geographical coverage. In an attempt to adopt the policy of 
decentralization (regionalization) of health services each health region had to be provided 
with a regional referral hospital. Therefore, a number of referral hospitals were established 
such as Ibri Hospital, and Buraimi Hospital and A1 Rustaq Hospital. In addition, two 
hospitals were under plan at that time, Sohar Hospital in North A1 Batinah and Nizwa
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Hospital in Ad Dakhiliyah. Other hospital were expanded and renovated, Khoula Hospital in 
Muscat Govemorate, Sultan Qaboos Hospital in Dhofar Govemorate, Khasab Hospital in 
Musandam Govemorate, and Ibra Hospital in North Ash Sharqiya Govemorate.
Furthermore, establishing five extended health centres that provide specialized care to 
patients at outpatient clinics added to strength to health care. Besides the expansions in health 
services, the five-year plan was concemed to develop the national manpower by establishing 
a number of educational and training institutes. These include nursing institutes, institute for 
assistant pharmacists and institute for public health.
Besides this expansion of health services during the third and fourth five-year plans the 
integration of the curative, preventive and promotive services was emphasized. The public 
health units in the peripheries were incorporated with the nearby hospitals and health centres 
where they are located. The aim was to provide full comprehensive health care to the people 
of Oman. This integration was taken to the National level, where two Directorates-General, 
Curative and Preventive Medicine were integrated into one Directorate-General of Health 
Affairs. The Directorate-General of Health Affairs now covers all aspects of health care: 
curative, preventive and promotive.
3.7.4 FIFTH PHASE (1996- 2000) FIFTH YEAR PLAN
By the end of 1995, MOH developed its "Fifth Five-Year" plan (1996 - 2000). The most 
recent approaches in health planning were used to identify health needs as well as solutions to 
overcome future challenges at that time. There were a total of 12 health programs directed 
towards a number of health problems. Each health program had its own quantitative 
objectives that allowed its follow-up. A plan for monitoring and evaluation of health 
programs was established and implemented. This later had assured the achievement of most 
objectives of the 5th five-year plan.
In addition, expansion of health services had continued. The new Sohar Hospital in North A1 
Batinah, the new Nizwa Hospital and the new Sur Hospital were established. A highly 
specialized clinic for Obstetrics and Gynecology was established in Muscat in addition to 
three extended health centres to provide specialized outpatient care. The 5th five-year plan
2 8
had also witnessed further strengthening of primary health care. A special health program for 
strengthening PHC was developed to identify and manage the challenges for implementing its 
strategies wilayat health teams were established, the wilayat being the smallest administrative 
unit and is the closest to the community. This was also accompanied with the establishment 
of a number of health centres.
3.7.5 SIXTH PHASE (2001-2005) FIFTH YEAR PLAN
This plan was continuation of the fifth five year plan that continued the 12 programme. In 
addition, the expansion in health services has resulted in improvements in the health status of 
the community that was reflected in a decline in preventable diseases and in infant and child 
morbidity and mortality. Directing expansions in health services to the more cost-effective 
intervention where the primary health care brought about these achievements.
3.7.6 SEVENTH PHASE (2006-2010) FIFTH YEAR PLAN
The development of the 7th Five-Year Health Development Plan (2006-2010) had considered 
dividing and separating the planning stages to the central (National strategic plan) and 
Regional operational levels in order to make the operational plans extensions of the national 
strategic plan (general outline) relating to each domain. This was supplemented with local 
supportive community plans at wilayat level (Districts). The seventh 5th year plan had 12 
visions; the second vision is directed towards improving the quality of health care services 
and patient safety (Detailed 7^  ^fifth year plan is attached at Appendix 3)
3.8 NATIONAL HEALTH SYSTEM IN OMAN (MOH, 2008)
In the light of the health situation analysis in the Sultanate, the achievement of the previous 
health plans and the assessment of persistent problems and difficulties, the national health 
policy for the next five years was formulated.
3.8.1 THE WORK AND ACTIVITIES OF THE MINISTRY OF HEALTH (MOH)
The work and activities of MoH and all other health related agencies are to be directed for 
achieving the following goals: provision of best levels of primary and specialized health care 
to the population of the Sultanate; reduction of mortality and morbidity rates of different
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diseases with a view to attaining health indicators similar to that of the developed countries, 
taking necessary measures for the prevention of infectious and parasitic diseases aiming at 
their eradication especially among children and school students; applying the latest methods 
for the prevention, early case finding and prompt treatment of chronic diseases aiming at the 
reduction of their magnitude and complications; provision of health care necessary for the 
elderly and the physically and mentally challenged people; provision of preventive measures 
and treatment of all types of accident cases and development and training of Omani 
workforce in all health professional categories in order to achieve high levels of Omanization 
or self-sufficiency in health workforce.
3.8.2 THE NATIONAL HEALTH POLICY (MOH, 2008)
The national health policy is pursuing several directions such as considering primary health 
care the first and basic entry point for all levels of health care, assuring the suitable 
distribution, accessibility and acceptability of all levels of health services, promotion of 
community involvement in all activities of health care (in a gradual way), assuring 
coordination and good cooperation among the different agencies that provide health or health 
related services, reducing the waste in material and human resources within the health 
system, gradual extension of delegation of authority and responsibility to the Wilayat level 
and encouraging the private sector to participate effectively in the appropriate aspects of 
health work.
Additionally, the national health policy is also directing important attention to the following 
priorities, and formulating and implementing suitable plans to manage them such as 
promotion of primary health care services and ensuring its quality, prevention and control of 
non-communicable diseases and accidents involving the main causes of morbidities, 
mortalities, and disabilities, development of comprehensive maternal health and reduction of 
morbidities and mortalities of children, to promote the decentralization policy and hospital 
autonomy initiative and to promote the health awareness of the community and establish a 
culture of healthy lifestyle.
3.8.3 EXPENDITURES AND DEVELOPMENT PROJECTS (MOH, 2008)
The “Total Expenditures” of MOH is divided into two current and developmental 
expenditures. The current expenditures comprises the salaries, supplies, materials, electricity.
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water, post, communications , contributions to national & international organizations, 
equipment. For 2008, the total expenditure was R.O. 288.2 million in comparison to 145.7 
million in 2000 and 166.6 million in 2005. The “Development Expenditures” accounted for 
RO 19.7, 8.5 and 14.6 million respectively. During 2008, the percentage of MOH 
expenditures to the Total Government Expenditures was as follows: Recurrent (7.1%), 
Development (0.7%) and Total (4.5%).
3.9 PRIMARY HEALTH CARE IN THE SULTANATE OF OMAN (MOH, 2007)
3.9.1 AN OVERVIEW
In 1977, WHO member states agreed during the 30th meeting of the general assembly that 
the most important world-wide goal in the coming decade should be the attainment by all 
people of the world of a level of health that will permit them to lead a socially and 
economically productive life. This was the global goal known now as “Health for All by Year 
2000”. That means, the level of health of the people should allow them to participate actively 
in their economic and social development and have a better quality of life. The International 
Conference on Primary Health Care in Alma-Ata 1978 considered Primary Health Care as the 
key strategy to attaining this target as part of development in the spirit of social justice and 
health promotion.
The words “Primary Health Care” are traditionally used to describe the most peripheral level 
of the health system. It is the first level to be approached by the population. It consists of 
health centres, extended health centres and other primary health institutions. However, 
Primary Health Care concept emphasizes that first level of health care should be activities in 
the community. This includes activities carried out by the community itself and also activities 
carried by individuals for their own self care.
Further, the Alma-Ata conference has defined Primary Health Care as follows: 
Primary Health Care is "''essential health care based on practical, scientifically sound and 
socially acceptable methods and technology made universally accessible to individuals and 
families in the community through their fu ll participation and at a cost that the community 
and country can afford to maintain at every stage o f their development in the spirit o f  self 
reliance and self determination. It forms an integral part both o f the country’s health system,
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o f which it is the central function and main focus, and o f  the overall social and economic 
development o f the community. It is the first level o f contact o f individuals, and the family 
with the national health system bringing health care as close as possible to where people live 
and work, and constitutes the first element o f a continuing care process. ” (MoH, 2007:5).
3.9.2 PRIMARY HEALTH CARE VALUES
The philosophy of primary health care (PHC) includes certain basic values that are of a 
general nature for the overall development, and of great importance for health. The first value 
is health is bound to provision and distribution of resources, not only health resources but 
also other social and economic resources such as education and water and food supplies. 
Primary Health Care is concemed with equity of the available health and social resources 
with special attention to the needy. Experts have considered that although Primary Health 
Care is more costly than the provision of traditional pattern of health care as per WHO 
recommendation to build one PHC centre per 10,000 population that will add more cost on 
building the infrastmcture in addition to human resources and equipments; however, it is 
more cost-effective (MoH, 2007).
Second, health forms an integral part of overall development; therefore factors affecting 
health are social, cultural, economic, biological and environmental factors. Finally, the 
attainment of higher levels of health requires the participation of individuals, families and 
communities for their own health benefits through healthy attitudes and promotion of the 
environment (MoH, 2007).
3.9.3 TYPES OF PRIMARY HEALTH CARE CENTRES
The PHC in Oman has 3 types of health centres. First, a health centre without beds that 
provides primary health care to the people in the surrounding catchment area. Second, a 
health centre with beds that provides primary health care services and is equipped with a 
number of beds. These beds are used as maternity beds (and/or observation beds). These 
health centres are also equipped with a delivery suite and a delivery table. Such health centres 
serve people in the catchment area. Third, an extended health centre that provides primary 
health care services and in addition there are some specialized outpatient clinics in different 
specialties. They serve the people in the catchment area. They do not have inpatient services 
(MOH, 2008).
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Moreover, these health centres provide primary health care; preventive, curative and 
promotive, to the community. The extended health centres were established to provide 
specialty care in certain disciplines (MoH, 2008).
Table 3.1: Primary Health Care Institutions in Sultanate of Oman 1970-2010 (MoH, 
2010)
Health
Centres with 
beds
0 5 3 57 67 74 70
Health 
Centres 
without beds
19 50 91 52 62 72 84
Extended
Health
Centres
0 0 0 9 15 21 22
Total Health 
Centres
19 55 94 118 144 167 176
Table 3.1 above shows that currently, there are 176 primary care health centres which have 
been built in strategic locations to serve nearly 2,567,000 million citizens (Omani & 
expatriates) (Ministry of National Economy, 2004). Each health centre has a certain number 
of people registered with it (catchment area). Most patients have direct access to the health 
centre without referral. During 2008, 8,089,956 million outpatients visited the health centres 
with the average daily visits of about 30,426 Thousands and a mean number of visits of 
person was 3.9 (MoH, 2008).
The numbers of outpatients visits to MOH institutions have shown a steady increase over the 
years until 1998 when MOH had taken certain measures to rationalize the use of outpatient 
services (through minimum charges). The expansion in health services increased the 
proportion of the population of Oman being served by the MOH to almost 95%. The 
remaining 5% of the population live in remote mountainous regions that are not easily
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accessible and this poses a great challenge to the delivery of health care and other social 
services. These areas are served through mobile medical teams that regularly visit these 
communities (MoH, 2008).
Table 3.2: Example of Human resource development in MOH over the past years 
(MOH, 2008& MOH 2010)
General practitioners 13 189 659 1,414 1,840 2,016 3,468
Rate per 10000 population 0.2 1.9 4.1 5.9 7.3 7.0 10.7
Nurses N.A 903 3,512 6,619 7,909 9,277 12,865
Rate per 10000 population 0.0 8.9 22.1 27.6 31.5 32.4 39.7
Dentists N.A 12 40 106 168 216 654
Rate per 10000 population 0.0 0.1 0.3 0.4 0.7 0.8 2.0
Table 3.2 above shows examples of the human resource development in PHC in Oman for the 
period 1970-2010.
3.9.4 PRIMARY HEALTH CARE SERVICES (MOH, 2008)
PHC covers preventative and curative services. The following section includes the required 
elements of the services for primary health care: education concerning prevailing health 
problems, promotion of food supply and proper nutrition, adequate supply of safe water and 
basic sanitation, maternal and child health care including birth spacing, immunization against 
main infectious diseases, prevention and control of locally endemic diseases, treatment of 
common diseases and injuries, provision of essential drugs, promotion of proper nutrition for 
mothers, pregnant women and children, environmental health food safety and safe water 
supply basic sanitation and waste disposal vector control (in coordination with related 
departments), child health, that includes: growth monitoring, control of diarrhoeal diseases, 
control of acute respiratory diseases, control of Helminthic infection and school health.
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Furthermore, the services in PHC includes immunization against childhood diseases, 
prevention and control of endemic diseases, mental health, eye health, oral health, treatment 
of common diseases and injuries and adequate supply and rational use of essential drugs.
In addition, the introduction and the integration of each program in PHC services are shown 
in chorological order in Table 3.3 below.
Table 3.3 Programs for Primary Health Care (MoH, 2008)
Year Program / Activity
1975 Malaria Control Program
1980 Prevention and Control o f  TB 
Expanded Program for Immunization
1982 Prevention o f Blindness
1985 Control o f Diarrheal Diseases
1987 Maternal & Child Health
Control o f Acute respiratory Infections - ARI
1991 Combating Nutrition 
Control o f Leprosy 
Eye Health Care
1991 Prevention and Control o f Viral Hepatitis 
Prevention o f  AIDS and Sexually Transmitted Diseases 
Prevention o f  Cardiovascular Diseases 
Prevention and Management o f Diabetes mellitus 
Health Education
Promotion o f Environmental Sanitation 
Prevention o f Accidents
1992 Strengthening Epidemiological Surveillance
1993 Health Laboratory Services
1994 Essential Drugs
1996 Breast Feeding Hospital Initiative 
Birth spacing
Table 3.3 illustrates the introduction and the integration of each program in PHC services. 
3.10 M A N U A L S A N D  G U ID E L IN E S (M O H , 2011)
Manuals and guidelines were developed to help the professional and medical practitioners in 
managing and diagnosing conditions in PHC setting. These included programmes designed in 
certain medical fields for managing health conditions promoting good public health. 
Examples of PHC manuals that are used as standards operating procedures are: AIDS, birth 
spacing, blood transfusion, clinical diabetes, communicable diseases, diarrhoea and 
dehydration, eye care, pretension, IMCI (integrated management of childhood illness), 
infection prevention & control, infertility, leprosy control, mental illness in PHC, 
management of Thalassaemia, neonatal care, pregnancy and women health, school health.
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referral of patients, Tuberculosis control and treatment of malaria. These manuals imply 
using standards of care delivery at PHC that aids for better quality of care.
3.11 HISTORICAL BACKGROUND IN OMANPHC SERVICES: (MOH, 2007)
3.11.1 SITUATION BEFORE DECLARATION OF ALMA ATA (BEFORE 1979)
Before 1970 health care services in Sultanate of Oman were not properly developed. There 
were only two hospitals in Muscat Govemorate and a few dispensaries that distributed in 
different parts of the country. Changes took places since the 23rd of July 1970 and after the 
Omani Renaissance. A Royal Decree was issued on the 23rd of August 1970 to establish a 
Ministry of Health. The decree has given the MOH the responsibility to provide health care to 
all Omani citizens.
As a response to the needs of the population at that time, the MOH had to focus on building 
the basic health infrastmcture. This was in the form of establishing a number of hospitals and 
health centres distributed across the country. The MOH was concemed also with the 
preventive aspects. Thus, the establishment of health centres public health units and units for 
malaria control; in addition to the chemical and bacteriological laboratories for such units. As 
a result of this later period that started with the Renaissance the number of health centres had 
increased from 19 in 1970 to 176 in 2010.
The “Program for Malaria Control” was the first health program that started in 1975. During 
the First Five-Year Health Development Plan, 1976-1980, all health institutions established 
during the period 1970-75 were totally renovated and developed.
3.11.2 SIT U A T IO N  A F T E R  D E C L A R A T IO N  O F A L M A  A T A  (A F T E R  1979)
Since the declaration of Alma-Ata in 1978, the Sultanate of Oman has considered the 
comprehensive primary care as the basic first portal of entry to all levels of health care. This 
was evident from the strategies of the second Five-Year Health Development Plan (1981-85). 
Health services expanded and coverage of the population had increased during that period. 
Either well-established health units or mobile medical teams capable of providing proper 
health care covered populations living in remote areas. The Ministry of Health had also 
considered plans to control the communicable and infectious common diseases endemic at
36
that time such as malaria, tuberculosis, leprosy, trachoma and others. It had also considered 
high risk groups of the community especially children and mothers. The establishment of a 
number of health programs characterized that period of development. These health programs 
include: Program for Control of Tuberculosis (1980), Extended Program for Immunization 
(1981), Program for Preventing Blindness (1982) and Program for Control of Diarrheal 
Diseases (1985).
3.12 PRIMARY HEALTH CARE ACTIVITIES (MOH, 2007)
The PHC has several actions such as health prevention, promotion and education, maternal 
health including antenatal, postnatal and birth spacing. Additionally, it offers all types of 
screening programs e.g. pre-marital, school health, medical examination and chronic diseases 
check-up for clients above 40years of age, childcare such as growth monitoring, 
immunization and school health. Treatment of common diseases and injuries are also 
offered. Mental health, oral health and eye health clinics are present in some health centres. 
Additionally, PHC services have an appointment clinic system such as in immunization, 
antenatal, hypertension, diabetes and dental clinics. General clinics were based on a walk-in 
pattern predominantly (MOH, 2002b).
3.12.1 SITUATION IN 1985
The “National Primary Health Care Committee” was established in 1985 with the objective to 
further promote PHC. The committee made a recommendation to launch a comprehensive 
“Child Care Plan” in 1986 and was further developed to the ‘National Woman and Child 
Care Plan (NWCCP)” in 1997. During the same period the “Inter-Ministerial Health 
Committee” was established in 1985 by a Royal Decree with representatives from ministries 
concemed with health. In the same year, the ‘National Maternal and Child Health (MCH) 
Committee” was established in MOH and was followed by the establishment of similar 
regional committees. Such activities reflect the political commitment towards strengthening 
PHC.
3.12.2 SITUATION FROM1986 TO 1991
The MOH had continued during the Third Five-Year Health Development Plan, 1986-1990, 
to establish more health centres to extend health care coverage. The aim was to deliver proper
37
health care to all people of Oman where they live, even if they live in remote areas. This 
period was characterized with the establishment of new health care programs; namely 
Maternal and Child health Care Program (1987) and Program for control of Acute 
Respiratory Infections (1987).
3.12.3 SITUATION IN 1990
The Directorates General of Health Services was established in 1990 in the regions of the 
Sultanate. This had called for decentralization of health services and had speeded up its 
development as well the development of local resources capable of decision making.
3.12.4 SITUATION IN1991TO 1995
In 1991 the fourth Five-Year Health Development Plan, 1991-1995, was developed extending 
control activities to a number of health problems and risk groups. There were 23 national 
health programs directed towards identified priority health problems. They have covered 
together all essential elements of PHC. In addition the fourth plan had considered further 
expansions in the health services.
In 1992, Ministry of Health published a document titled “Components of Primary Health 
Care in Oman 1991-1995” to help health workers in providing proper health care. The 
document was divided into five main chapters: Primary Health Care Programs, norms for 
PHC activities, detailed strategies for PHC, detailed responsibilities of the health centre and 
existing health system, and the methods for monitoring and evaluation and health indicators. 
Further promotion of PHC called for the integration of curative and preventive care. This 
took place in 1992. All public health units were functionally related to the health centres. 
During the same period, MOH had decided to develop the “Wilayat Health System” which 
allowed further decentralization to the wilayat level. The wilayat is the most peripheral unit 
and the closet to the community. This would allow the identification of the local needs and 
the proper management of the local resources. In 1993, the office for health services at the 
wilayat level was established. It had promoted a number of essentials for PHC: community 
participation and self-reliance, equity of health services, better coverage and efficient health 
care delivery.
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3.12.5 SITUATION FROM 1996 TO 2000
In an attempt for further consolidation and revitalization of PHC services and activities, the 
MOH had emphasized in the fifth Five-Year Health Development Plan, 1996-2000, its 
commitment to the strategies of PHC. A special program “Program to Strengthen Primary 
Health care” was introduced. The objective of the program was to identify and manage 
challenges that face implementing all strategies of PHC especially in regard to health 
management, human and financial resources, the quality of services and activities directed to 
the community, community participation and as well the inter-sectoral collaboration among 
health related sectors.
The Fifth Five-Year Health development Plan was also concemed with further development 
and renovations of health institutions. The current health centres provide PHC services to all 
people of Oman.
Additionally, the decentralization of health services was emphasized by the development of 
regional health plans, 1996-2000, as part of the fifth Plan. They were prepared based on 
identification of health problems specific for each particular region. Also the objectives and 
the strategies considered the specificity of each health region. The MOH planned to repeat 
the later experience during the sixth Five-Year Health Development Plan, 2001-2005, to 
develop regional plans and to extend it to develop wilayat plans.
3.12.6 SITUATION IN 1998 AND ONWARDS
The beginning of 1998 witnessed an increased attention from the MOH towards PHC. It is 
considered as the most ideal and scientific strategy to coordinate activities of MOH with 
other sectors related to health and with the local communities within an effective health 
system capable of providing people with their health needs. Accordingly central committees 
were established in 1998. The first committee was the committee to Strengthen Community 
Participation to Promote Primary Health Care (Ministerial Karar No. 2/98 dated January, 5, 
1998). The functions of this committee were to: identify policies to increase community 
participation in health services provision; co-ordinate efforts of different sectors including 
international organizations in the Sultanate to insure optimum utilization of community 
contributions to provide health services; provide yearly work plans for community support
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groups, and to provide basics for monitoring and evaluation of community participation in 
health services provision.
The second Central Committee was established to Strengthen Primary Health Care Strategies 
and Services (Ministerial Karar No 14/98 dated February, 8, 1998). The functions of this 
committee were to approve policies and to ensure proper understanding of primary health 
care philosophy and promote its strategies, approval of working plans for programs of PHC, 
coordinate their activities and monitor their specific activities, to provide technical 
consultation to programs of primary health care and approval of recommendations to 
overcome obstacles preventing the achievement of objectives, supervision of research and 
studies required for the planning and follow up of the Five-Year Plans, coordinate efforts for 
promoting collaboration of different health related sectors and provide the opportunities for 
community participation to promote PHC.
Moreover, Ministry of Health had also emphasized its commitment to strengthening and 
revitalizing PHC through the implementation of a plan directed to gradually upgrade the 
health centres and provide them with a well advanced health information system. Further, 
training of their health workers and providing them with proper working standards operating 
procedure manuals aiming for better quality of health care delivery.
3.13 TEAMS FORMULATION IN PHC(MOH, 2007)
MOH was also concemed with administrators working in PHC and had emphasized the 
importance teamwork spirit. Teams had been established at the health institution and wilayat 
levels. These include technical health team and wilayat health management team.
3.13.1 TECHNICAL HEALTH TEAM
This team concemed with technical aspects at the level of the health institution. It 
responsibilities are to ensure the provision of effective and comprehensive health services to 
cover all essential elements of PHC taking into consideration the local needs of the people, to 
ensure the availability of emergency services to face emergency situations, and referrals and 
to identify health problems common in the local community and propose ways to tackle these 
problems in collaboration with wilayat management team.
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3.13.2 WILAYAT HEALTH MANAGEMENT TEAM
This team is responsible in analyzing health status of the wilayat describing the geographic, 
demographic, social, and economic and health (epidemiological) aspects as well as resources. 
This will provide a database for identification of priority problems at wilayat level. The team 
should provide plans for such problems (yearly plans, five-year plans, etc) within the general 
fi*ame of the national health development programs , supervise PHC institutions in the wilayat 
as regards the health services and health programs and coordinating with first referral level, 
evaluation of strategies and achievements of health programs to insure proper implementation 
of plans and to promote community participation in planning, implementation, and 
monitoring of health activities to ensure effective participation in health development at the 
wilayat level, promote collaboration with other governmental and private sectors that 
contribute to health whether directly or indirectly within the wilayat and coordinating its 
activities with activities of MOH and ensure proper training of health workers in the wilayat 
for technical and social aspects of PHC.
Additionally, MOH was concemed with the development of the Wilayat Health Management 
teams. The teams had been trained during 1995 and 1996 through the “Wilayat Team 
Problem Solving” Techniques. After the re-establishment of such teams they received 
training during 1998 and 1999. The later training covered concepts of PHC and health 
management process including aspects of health situation analysis, strategic planning, 
programming and monitoring and evaluation based on health indicators. The main objective 
was to develop the capabilities of these teams to develop their own health development plans 
for their wilayats in the future.
In addition to decentralization of health services, the MOH was concemed with other aspects 
considered as important principles and basic essential of PHC. These are community 
participation and inter-sectoral collaboration.
3.14 UTILIZATION OF HEALTH SERVICES(MOH, 2010)
With the expansion of health services, there has been a growing trend in the utilization of 
such services over the years. However the year 2010 has no changes in outpatient visits over
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last years. Patients’ visits to outpatient clinics in Ministry of Health institutions during 2010 
were about 12.4 million.
Visits by Omanis account for 96.3% of the total outpatient visits. On an average, an 
individual undertook about 3.8 OPD visits in 2010. However, there was a wide variation 
between Omanis and Non-Omanis. The mean number of visits for Omanis was 5.7 visits 
compared to 0.4 visits for Non-Omanis. Among Omanis, the mean number of visits of 
children (less than 5 years) male per year was 11.2 and number of visits of children (less than 
5 years) female per year was 9.4. It is seen that the Omani children and Female visits to 
outpatient clinics were more frequent than that of males. The figures for the entire population 
(Omani & Non-Omani) show that both females and children, on an average, visit outpatient 
clinics twice that of males. This may be due to the combined effect of the high proportion of 
adult males (80%) among Non- Omanis and their infrequent visits to outpatient clinics of 
MOH health institutions. A complete analysis of the health indicators and morbidity statistics 
are discussed fully in chapter 7.
3.15 QUALITY SYSTEM IN PRIMARY HEALTH CARE IN OMAN
Over the last three decades. The Sultanate of Oman achieved exponential strides in health 
development, reflected in the widely acclaimed rapid improvement in health indicators and 
building of a comprehensive modem health infrastmcture. However, the challenge facing the 
Omani Health System is to maintain a sustained success and continuous improvement. 
Therefore, the issue of health care quality assurance/improvement assumed a pivotal 
importance for future health development prospects and is placed high on the MoH agenda 
that is clearly reflected in the Seventh Five years strategic health plan (2006-2010). The 
establishment of a functional Quality Management System (QMS) in PHC services is 
considered a priority entry point and a must (MoH, 2005).
3.16 NATIONAL QUALITY MANAGEMENT SYSTEM
Primary health care has become the most popular part of the triad of health services in Oman. 
From the time when the quality initiatives were launched in 2002, primary care services have 
continued to expand and improve, with more human resources providing a greater range of 
services than ever before. The vision was to achieve excellence in the quality of services
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provided by the health care which is approachable, premium primary care service that meets 
patients’ health care needs and exceeds their expectations (MoH, 2005).
The issue of health care quality assurance/improvement is placed high on the agenda of 
Oman MoH; it was the second strategic vision in the 7th Fifth year plan (2006-2010) as 
mentioned above. The aim of introducing QA program in PHC is to ensure the continuity of 
services. The QA programme aims to increase the efficiency and effectiveness in the MoH 
and provide a mutual trust between health care facilities and the community (MoH, 2005).
The vision of the Omani Quality Assurance/Improvement (QA/1) Program was to be 
recognized internationally as one of the best models for providing the highest quality 
standards of Primary Health Care services. The Quality Assurance/Improvement Program 
aims to be a standard by which others, world-wide, are judged (MoH, 2005).
Working towards the successful implementation of the national health policy, the Omani 
Quality Assurance/Improvement Program aims to institutionalize quality in Primary Health 
Care to ensure effectiveness, efficiency and equity of health services with the ultimate goal to 
achieve user satisfaction.
In 2002, the quality assurance program was introduced in PHC. At the beginning, the 
program covers 4 regions: Muscat, North Batinah and South and North Sharqiyah. Table 3.4 
below illustrates the scope of the QA/1 program implementation in Oman.
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Table 3.4The scope of QA program in Oman
Muscat North Batinah North Sharqiyah South
Sharqiyah
Numbers of  
Health centres 
covered by QA
25 16 9 13
Number
workshops
of 61 43 26 23
Number
participants
of 1083 996 573 582
Number
auditors
of 74 65 44 69
Source: MoH, 2004c
Table 3.4 shows the four regions where QA program was established; it also shows the total 
number of PHC facilities covered by the program in 2004, the total number of workshops, the 
number of participants and the total number of trained auditors in each region.
Additionally, a regional QA committee was formed in each region. The members of this 
committee encompass good skills and expertise in the field of quality management. The QA 
committee ensures that the quality management system becomes a fundamental part of the 
operational activities in all PHC facilities (MoH, 2004c).
QA/I program has several activities such as training, field visits by QA expertise and auditing 
activities. Additionally, a QA section and/or a coordinator are assigned in each region to 
provide technical support and follow up of the program. Several documents have been 
provided to the regions such as the quality vision, quality policy (in English and Arabic) and 
the comprehensive manual of QA standards in PHC (MoH, 2004c).
Moreover, several methods of monitoring the QA program are being implemented such as 
self assessment, internal audit and external (comprehensive audit). Customers and staff 
satisfaction surveys been conducted in the PHC. In the health centres (HCs), patient 
satisfaction activities are implemented such as performance standards for achieving patients
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satisfaction in PHC facilities, staff of the month, zero defect day, 3 C Card (Compliment, 
Comment, Complain), best HC award and quality team behavioural skills (user-provider) 
training for all PHC staff (MoH, 2004c).
In addition to the good infrastructure of Omani PHC; other major facilitating factors for QA/I 
program is demonstrated by the top management commitment by HE the Minister of Health 
and the Central Committee of QA/I chaired by HE the Undersecretary of Health Affairs and 
Director Generals of the regions (MoH, 2004c).
Table 3.5 QA/I in PHC register of activities in GCC countries
Country National
plan
Organization Training Performance
measurement
Monitoring 
and data 
management
Accreditation WHO
technical
assistance
Unity
directorate
Council/
teams
Resources** Material/
manuals
Trainers Organized
sessions
Bahrain 3 With PHC 3 A 3 3 3 3 3 3
Kuwait 3 3 3 A 3 3 3 3 3 - 3
Oman - - 3 L - 3 3 - - - 3
Qatar 3 3 3 A 3 3 3 3 3 - 3
Saudi
Arabia
3 3 3 A 3 3 3 3 3 3
United
Arab
Emirates
3 3 3 A 3 3 3 3 3 3
Source: WHO, 2000a 
** A: Adequate; L: Low
Table 3.5 above demonstrates that most countries in the Gulf Region have either established 
or are considering setting of standards and quality indicators in PHC; some have shown an 
interest in developing an accreditation system for PHC (WHO, 2000a)
3.17 OBJECTIVES OF QA/I PROGRAM IN PHC
When the quality system was first introduced in PHC, there were several objectives which 
have been formulated to achieve the aim of the program, such as , to develop and implement 
the quality standards in PHC facilities, to ensure accurate and on-going assessment of 
performance of PHC facilities through the identification of deficiencies and requirements for
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meeting the prescribed standards, improving outcome of PHC services, empowerment of staff 
and introducing motivating factors to encourage proactive involvement of all PHC staff in 
QA/I activities, optimal and efficient use of resources and mobilize adequate resources to 
sustain QA/I in PHC and to build effective community partnerships and encourage 
community participation in QA/I efforts(MOH, 2005).
One of the objectives of QA/I program is to develop and implement quality standards in PHC 
facilities. Nevertheless, around 50 manual covering PHC services i.e. protocols and 
guidelines were developed and evaluated on regular basis and 34 standardized checklists as 
per each program in PHC were developed as a quality monitoring tools (MoH, 2005). 
However, there are no standards developed or adopted for non clinical aspects of PHC 
services such as community involvement, patients’ centred services, delivery of services and 
quality improvement and safety(MOH, 2005).
3.18 NATIONAL QUALITY POLICY
When the QA/I program started, a policy was formulated in order to strengthen the 
system(MOH, 2005).
Table 3.6 National quality system policy
No. Policy statement
1 Establishing and maintaining Quality Management Systems (QMSs) in facilities that encompass promotive, 
preventive and curative services as well as management and support services. These QMSs will comply with 
the most recent international quality standards that are adapted to local situations.
2 Continually addressing and meeting the needs and expectations o f the community
3 Ensuring continual improvement o f the quality o f PHC services through:
Setting quality objectives and plans for PHC facilities and programs at all levels (central, regional and 
peripheral).
4 Effective implementation o f corrective and preventive actions.
5 Empowering and developing PHC staff - our most valuable assets - through advocacy, continuous education 
and proactive involvement in quality improvement activities.
6 Encouraging motivating and highly professional work environment that supports teamwork spirit and 
preserves patient’s rights.
7 Developing a mutually beneficial association with the community and promoting community awareness and 
participation in quality improvement efforts.
8 Strengthening partnership with health related sectors (Education, Municipality)
9 Continually addressing and meeting the needs and expectations o f  the Social Development, etc) and 
international organizations (WHO, UNICEF, etc).
Table 3.6 above demonstrates the national policy statement for the quality system.
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3.19 QA PROGRAM PHASES
Implementation of the National Quality Assurance / Improvement Program was involved in 
four phases: (M OH, 2005)
1. Introductory/Preparatory Phase.
2. Early Implementation Phase.
3. Expansion Phase.
4. Consolidation Phase
The next section will explain in depth the four phases.
3.19.1 INTRODUCTORY/PREPARATORY PHASE
The purpose of the Introductory Phase was to ensure that the key Ministry of Health Officials 
got acquainted and approved the Quality Assurance / Improvement Program’s vision, goals, 
strategies and approaches.
Several strategies/activities were included in this phase: First, initiation of contact with H.E. 
the Minister, their Excellencies the Under Secretaries as well as the directors of different 
departments of the Directorate General of Health Affairs (DGHA) to provide information 
about the program’s vision, goals, strategies and approaches.
Second, establishing quality organizational structures such as The National Quality 
Committee, Regional Quality Committee (regional focal point), and a Quality coordinator in 
each health facility and a comprehensive assessment of the current situation of health care 
system (at central, regional and peripheral levels).
Third, allocating resources for training, costs and quality resource material and finally, 
developing a written Quality Management Plan. These initial activities were essential for the 
MoH to be able to establish a QA/I management structure and to move forward with QA/I 
program preparation and planning. The involvement of senior MOH Officials, above the level 
of individual programs, facilitated decision making and consensus building. Coordination
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with interested partners (e.g. WHO) was critieal, and needed to be considered early in the 
planning phase.
3.19.2 EARLY IMPLEMENTATION PHASE
During this phase, the QA/I Program were implemented a limited number of PHC facilities in 
selected regions as a pilot study. This phase provided the basis for future planning and 
implementation in the expansion phase. Moreover, the National QA/I Committee decided the 
proposed PHC centres for initial development and establishment of the Quality Management 
System (QMS). Top management of the region(s) and key personnel of the selected facilities 
needed to be well oriented and prepared. Careful planning was essential for all activities 
during this phase.
Strategies/activities in this phase included: increasing quality awareness, through: quality 
awareness workshops, focus group discussions and seminars, developing internal quality 
objectives and plans, developing a master quality training plan for example: basic and 
selective quality courses: quality concepts and principles, standards and indicators setting, 
quality system audit, statistical techniques in quality management, quality improvement: tools 
and practical approaches, utilization management, risk management, customer feedback 
surveys, quality team building skills, quality and cost and standardization and documentation: 
developing and upgrading standard operating procedures, practice guidelines, protocols, for 
PHC services and programs (based on the available resources). About 50 manual covering 
different PHC services and programs were developed and periodically updated.
Additionally, a strategy for communicating standards was developed. Quality monitoring was 
introduced and key performance indicators were formulated. Establishing, updating and 
maintaining on-going system of quality monitoring activities that include: self-assessment, 
quality system audit, customer feedback surveys and top management reviews. Developing 
and upgrading the appropriate quality monitoring tools: 34 standardized checklists were 
developed, customer feedback questionnaire was developed, developing the appropriate 
approach and tools of quality improvement, developing QA/I program evaluation and 
upgrading a progress reporting mechanism: (what?, when? and to whom?), initiating and 
prioritizing quality research and development projects and establishing an effective
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mechanism for recognition and rewarding of successful quality improvement processes 
(health facilities, departments, teams, individuals).
3.19.3 EXPANSION PHASE
This phase includes efforts to broaden the range and expand the implementation of Quality 
Management System to other PHC facilities (at the same or other regions). The problems 
identified during the early implementation phase are addressed, priorities agreed, and 
strategies for expansion are developed. Other activities in this phase include further 
strengthening and enrichment of central and regional capacities.
The speed of implementation is determined by the time required to build the capacity at the 
central and regional levels. During the transition to broad the National QA/I Program 
coverage to all regions of The Sultanate, the choice is to continue technical support to quality 
assurance activities in regions not yet covered by the full QA/I Program.
3.19.4 CONSOLIDATION PHASE
This phase focused on the maintenance and technical support for ensuring consistency and 
continual improvement of the quality management system. It consists of nine core principles 
that applied to the QA/I program. These principles and fundamentals are essential for 
sustained success of the implementation of Quality Management System at PHC institutions 
as explained below.
3.19.4.1CUSTOMER FOCUS
PHC services should be designed to meet the needs and requirements of the community and 
even strive to exceed customer expectations. The QA/I Program shall use customers’ 
perceptions and satisfaction on a regular basis in its evaluation of PHC services.
3.19.4.2SYSTEM AND PROCESS APPROACH
A desired result is achieved more efficiently when activities and related resources are 
managed as a process. Identifying, understanding and managing interrelated processes as a
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system, contributes to the PHC organization’s effectiveness and efficiency in achieving its 
objectives.
3.19.4.3LEADERSHIP
Through visionary leadership, top management (at all levels) should create an environment 
where all staff is fully involved and in which a QA/I Program can operate effectively. Top 
management should carry out regular systematic evaluations of the suitability, adequacy, 
effectiveness and efficiency of the QA/I Program.
3.19.4.4TEAMWORK/COLLABORATIVE PRACTICE
Because work is accomplished through processes and systems in which different people fulfil 
different functions, it is essential to involve in the quality improvement efforts those who 
fulfil these functions. This brings their insights to the understanding of changes that need to 
be made and to the effective implementation of the appropriate processes, as well as, to the 
development of ownership of the improved processes and systems.
3.19.4.5FACTUAL APPROACH TO DECISION MAKING
Effective decisions are based on the analysis of data and information. Data are needed to 
analyze processes, identify problems, and measure performance. Changes can then be tested 
and the resulting data analyzed to verify that changes have actually led to improvements.
3.19.4.6 SCOPE OF THE QUALITY MANAGEMENT SYSTEM
Customer care is multidimensional and, in most cases, requires the services of many 
sections/units as well as many individuals within and sometimes outside the PHC facility. 
Therefore, the scope of the established QMS includes not only promotive, preventive and 
curative services but also management and support services. The QMS functions are 
organization-wide. They are directed to all individuals involved directly or indirectly in 
customer care (not only doctors or nurses).
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3.19.4.7SYSTEMATIC QUALITY MONITORING
The QA/I Program shall establish and maintain mechanisms and methods that can monitor 
and control the occurrence of non-conformities (sub-standards) on regular basis.
3.19.4.8SELF-ASSESSMENT
PHC facility’s self-assessment is a comprehensive and systematic review of the PHC 
facility’s activities and results referenced against a model of excellence. Self- assessment will 
provide an overall view of the performance of the organization and the degree of maturity of 
the QMS. It will also help to identify areas requiring improvement in the PHC facility and to 
determine priority.
3.19.4.9CONTINUAL IMPROVEMENT
The QA/I Program has a positive approach so that it is directed towards continually 
improving the PHC services “not just to identify outliers”. This is achieved by emphasizing 
system and process approach ‘rather than individuals”, reducing threat to individuals and 
promoting team spirit. Also, no long-term fixed standard, there will be continuous 
improvement of standards established by customers and professionals.
3.20 RULES OF SUCCESS FOR QA/I PROGRAMME (MOH, 2005)
To monitor the effectiveness of the implementation of the QA/I Program, several rules of 
success were developed. They are:
RULE (1): All, at the central, regional and peripheral levels, must believe that change is
important and valuable to the future.
RULE (2): There has to be a vision of Quality Assurance/Improvement Program that
paints the picture of the desired future state that everyone sees and 
understands.
RULE (3): Everyone must be behind the quality improvement strategy to achieve the
vision.
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RULE (4): The leaders everywhere must serve as role models and set an example.
RULE (5): Training should be provided for the required new skills to effectively and
efficiently establish, implement and maintain the QA/I program.
RULE (6): Measurement, monitoring and evaluation systems should be established so that
program results can be quantified.
RULE (7): Continuous feedback should be provided to everyone.
RULE (8): Existing and potential barriers must be identified and removed.
RULE (9): Coaching and technical support must be provided continuously.
RULE (10): Recognition and reward systems must be established to effectively reinforce
the desired outcome.
3.21 QUALITY MANAGEMENT SYSTEM IN MUSCAT GOVERNORATE (HABIB,
2009)
This section will elaborate more on the QMS in PHC in Muscat Govemorates where this 
study is conducted. A list of complete PHC facilities in Muscat Govemorate in included in 
Appendix 3.
The mission of QM section in Directorate General of Health Services (DGHS) is to ensure 
that there is public confidence in the health care and community service delivery systems 
through dictatorial, enforcement, and educational activities in the health centres 
furthermore, DGHS promote a work force that is qualified, competent, honest, and possesses 
integrity with principles o f fairness, consistency, objectivity, and accountability we create an 
environment o f creativity, cultural sensitivity, pride dignity in what we do , respect, and 
process improvement we aim to promote partnerships with customers and maintain their 
trust. The keystone of this vision is the drive for improved quality -  through faster access, 
enhanced premises for health centres, more and better services, well trained staff and a 
modem IT infrastmcture. Currently, all Primary Health Care Centres in Muscat Region (27 
HC’s) are covered by the Quality Assurance/ Improvement system (Habib, 2009:1)
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3.22 HISTORICAL OVERVIEW
This section will cover the development of QMS in Muscat in three aspects: manpower, 
activities involved in the program and training developments.
3.22.1 MANPOWER DEVELOPMENT
The development of the human resource at the quality section in Muscat Govemorates has 
moved noticeably from 2002 to 2009. In 2002, one Regional Quality coordinator was 
assigned at the quality management section and a Regional Quality Committee was 
established. In 2004, two Regional Quality Coordinators joined the section. In 2007, a Head 
of Quality Section and one Quality Officer were appointed, an extra Quality Officer was 
added in the section and six Quality Focal Points were appointed in each wilayat (Districts), 
in 2009, a Head of Section was re-appointed. Additionally, in 2009, the Quality Committee 
was merged with the Administrative Health Management Committee as an agreement of all 
members of the Quality Committee.
3.22.2 QUALITY MANAGEMENT ACTIVITIES
In 2002, the Quality Management Section was activated in Muscat. The activities which 
should be implemented in PHC are derived from the Strategic Plan set by MOH which are 
ongoing every year. The activities are: setting of Annual Quality Plan and Objectives, self, 
intemal and comprehensive audits, 1st and 2nd quality progress report, surveillance visits to 
the health centres, top management review, quality awareness workshop and communication 
skills, zero defect day, 3 C cards and 5 minutes meetings.
Additionally, the National Quality Policy was printed in Arabic & English posters. The 
Manual of Quality Assessment Tools -  Standardized Quality Assurance Checklists was 
prepared, revised and pilot testing was conducted. Terms of Reference of Regional Quality 
Committee were prepared. The following forms were designed: (Audit Report, Non- 
Conformity Report, Corrective Action Plan form. Monthly Regional Audit Report).
The first top management was conducted in 2003. The Director General of Muscat region 
chaired the meeting and a quality consultant, directors from different regions and heads of the 
programme attended this meeting. WilayatAmeirat, Quriyat, Yetti and Seefa were covered
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by the Quality Management system. Total number of non-conformities (NCR’s) 
(deficiencies) discovered during the audit activities (fi*om Jan 2003 to Sept 2003) were: 332 
NCR. Total no. of opportunities for improvement (OFI) discovered during the audit activities 
(from Jan 2003 to Sept 2003) were: 106 OFI and about 70% to 80% on non-conformities 
(NCR’s [deficiencies]) and opportunities for improvement (OFI) discovered during the audit 
activities were corrected in 2004.
In 2005, the initiation ‘Staff of the Month’ in the health centre was started. The concept of 
‘Best Health Centre’ also commenced this year and a proposal was developed. The work on 
this proposal started in April 2005 and ended in November 2005. It was piloted on 
19/11/2005 at Wattaya Health Centre (HC). The criteria were all revised by doctors and 
other staff from each specialty and service included in this award.
In 2006, expansion of Quality Management Section in wilayat Quriyat was initiated. The 
process of Best Health Centre was initialled this year. Four groups visited 24 HCs in January 
2006 and chosen one Best HC fi*om each wilayat. Then a team consists of external assessors 
visited the top five HCs and chosen the final best HC. Staff of the month in the Health centre 
was expanded to the administrative sections in the DGHS (Financial Department). Quality 
Focal points assigned in wilayat Seeb and Muttrah.
In 2007, Quality Focal Points are assigned in all the wilayats in Muscat region. Quality 
System expansion to involve two hospitals in the region, and quality officers were appointed 
in A1 Nahdha and IbnSina Hospital.
Furthermore, health care departments developed standards, procedures and guidelines that 
offer health care providers and managers, clear method for implementing policy and meeting 
the organization objectives and mission. These policies were discussed and approved by the 
Health Management Committee Meetings monthly. Besides, these policies were sent 
centrally to be approved by the central Primary Health Care Committee. Three policies were 
approved in 2007 as follow: Sick leave standards in PHC, Policy on emergency call out of 
ambulance services and patient flow in PHC.
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In 2008, all health centres in Muscat were running the quality management program. In this 
year the comprehensive audits and surveillance visits were done in all the health centres. The 
staff of the month was renamed as ‘Best Staff in the health Centre and conducted every 3 
months. Surprise audit i.e. when the health institution is audited without prior information 
regarding the time, date and audit team members was initiated. This helped to improve the 
quality of the service being offered to users. The surprise audit serves as a comparison with 
the findings of a scheduled audit. This was conducted in the month of July 2008 and the 
health centres covered were Amerat, Muscat, Al- Ghubra and Al-Athiba health centre. The 
reason these health centre were chosen was due to that fact that they have completed their 
comprehensive audit in the first phase of the year and the number on Non-conformity (NCR) 
can be compared. In addition, the updating of the quality checklists manual took place in this 
year
Further, all the wilayats are conducting a quality improvement projects. In the aspect of 
patients’ complaints, the section received nine complaints. Additionally; eleven incidents 
were reported by the staff. In order to ensure patient and staff safety, four workshops were 
done to train staff in infection control policies and procedures. In this year, a staff 
satisfaction survey was conducted for the DGHS and wilayats directorates’ employees.
Table 3.7 List of approved policies
Approved Policies
1. Policy and guidelines for establishing Family units in PHC
2. Protocol for Appointment system at PHC.
3. Policy on Writing Minutes of Meeting.
4. Cyclic major Maintenance /Refurbishment Plan.
5. Responsibility division between Maintenance and General Stores.
6. Receipt o f New and Replacement Medical Equipments and Medical Furniture.
7. Policy on Developing Policies.
8. Waste Management Guidelines.
9. Medical Equipment and Medical Furniture Evaluation.
10. Biomedical Equipments under Service and Maintenance Contract.
11. Maintenance Record at Health Centre.
12. Guidelines for Clinical Attachments for PHC staffs.
13. Release o f the Master Trainers from the Health Centre for Training or Visits for Audits or
any other assignments related to Training.
14. Laboratory Policy for PHC.
15. Audit Policy._____________________________________________ ____________________________
Table 3.7 above summarises the list of policies were approved in various services and 
implemented in PHC.
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Apart from the set activities which are ongoing every year, in 2009, the Centre of Excellence 
criteria was implemented. This focuses on activities from all the programs in the region 
which run throughout the year which is quite intensive based on a scale provided in the 
checklist. At the end of the year the points were calculated and health centres which have 
achieved more the 80% of the criteria will be certified as the Centre of Excellence. There 
could be more than one health centre per wilayat these centres will act as the core area for 
training, visits, pilot studies. Unlike the ‘Best Health Centre’ where teams are divided which 
are responsible to audit specific areas in the health centres at a specific time allocated and at 
the end of the audit only one health centre is chosen.
Presently, 6 policies were approved in the health management meeting which are: policy on 
standardization of medical equipments; fiimiture, items and display of health information; 
complaint/suggestion policy; guidelines for centre of excellence, policy on clinical 
attachment; policy on handover and receiving laptops at DGHS and quality guidelines for the 
private establishments. Additionally, standardization of the customer feedback questionnaire 
was achieved and the survey to be carried out at the same time in all the regions of Oman.
3.22.3 TRAINING PROGRAM DEVELOPMENT
The QA training program has passed through several movements. In 2001, the first training in 
Quality Management System was conducted by WHO centrally. In 2002, 12 quality 
awareness workshops were conducted, the total number of staff trained were 332. Similarly, 
in 2003, 11 quality workshops were conducted in Arabic and in English and total numbers of 
staff trained were 286, 74 Auditors were trained in Quality Management system and the 1st 
GCC workshop on Quality Assurance in PHC was conducted from 3rd-5th June. 
Additionally, a training session was conducted for the Regional Quality Committee and 
wilayat Quality Teams. A total of 13 members of staff were trained.
In 2004, the total number of Quality Workshops and Training Programs were 43 and total 
number of training sessions for Focal Point and Regional Quality Committee members and 
wilayat Quality Teams were 15. In 2005, 70% of the health centre staff were trained in 
concepts of Quality in PHC, 3 Quality Awareness workshops were conducted, 2 
Communication Skills Workshop were conducted and a brief orientation workshop for the 
new head of health centres and nursing in charges on QA activities in PHC was conducted.
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Moreover, the majority of the lectures presented to the PHC staff were conducted by the QM 
section and other trained quality officers in the region and 84% of the health centre staff were 
trained in concepts of Quality in PHC in 2006.
In 2007, a Quality Forum was conducted by international and local speakers who presented 
various topics on quality in health care and public health. 90% of the staff in PHC were 
trained in Quality Assurance and the numbers of trained auditors were 115, the total number 
of trained auditors reached 120. In addition, staffs in the Quality Management Section were 
certified as Intemal Auditors by ISO and a mini auditors training workshop was conducted to 
train auditors in Laboratory, Assistant Pharmacists, Radiographers and Dental Surgeon 
Assistances’. In 2008, the quality improvement project tools and approach workshop was 
conducted for four days and 61 staff had attended, total of 119 staff attended the quality 
awareness workshops and 194 attended the communication skills workshops. In addition, to 
expand the quality system in Muscat, the awareness was started in private health clinics (52 
staff attended). In 2009, the number of trained auditors has escalated to 170, the total number 
of staff trained in Quality Awareness reached 1666 and the total number of staff trained in 
communication skill was 442.
3.22.4 RESEARCH DEVELOPMENT
The development of research in QA area has developed in stages. In 2003, the first Customer 
Satisfaction Survey was conducted. Then, in 2005 and 2009, the Customer Satisfaction 
Survey was repeated respectively. In regard to staff satisfaction survey, it was conducted first 
in 2007 and conducted again in 2010.
3.23 OVERVIEW OF NATIONAL SEVENTH FIFTH YEAR PLAN FOR QUALITY 
IMPROVEMENT AND PATIENT SAFETY
As mentioned earlier in this chapter, the MoH has placed the quality improvement program 
high in its agenda and it was included for the first time at the fifth year strategic planning. It 
comprises the domain number nine at the seventh fifth year plan (2006-2010). The vision was 
Quality Assurance of Health Services and Patient Safety and the goal was the provision of 
High Quality Health Services.
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Scientific studies and practical applications have internationally proved that the 
implementation of quality systems is considered the ideal way to improve services in various 
sectors. One of the main reasons calling for the implementation of quality 
assurance/improvement a system in health service is the community desire to get 
distinguished health services. The effective implementation of quality systems requires joint 
work between all health care workers in one side and different community sectors on the 
other (MoH, 2006).
The availability of data and indicators is considered the cornerstone for success of quality 
systems especially indicators related to medication errors, medical errors and nosocomial 
infections. Although, the absence of quality systems in health care organizations leads to 
increase and irrationalized expenses of health services, users’ dissatisfaction as well as high 
rates of medication and medical errors. It was proved by experience that the implementation 
of quality systems does not necessarily require increase of resources and costs. However, it 
can be applied within the existing resources with paying more attention and focusing on 
disseminating quality culture among all health care workers (MoH, 2006).
The health care delivery system in the Sultanate of Oman has the advantage of solid 
infrastructure, well established standards policies and plans, effective community 
participation, availability of sound information network as well as highly committed and 
supportive organizational structures and leaderships. All these potentials are considered the 
main successful factors for establishing and developing quality assurance/ improvement 
systems in health services in the Sultanate (MoH, 2006).
In its endeavor to improve the quality of health services, the Ministry of Health has studied 
the implementation of national accreditation systems in health care organizations through 
developing national accreditation standards that comply with the most recent international 
quality standards, but are adapted to local situations as well as building the national capacities 
to execute the system in health care organizations (MoH, 2006).
The objectives to implement the QI fifth year plan were to establish and develop quality 
management systems in health care services, to ensure safety of patients and health care 
workers, to improve satisfaction among users and providers of health care, to achieve optimal
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utilization of resources and to train and qualify national Omani cadres to lead the quality 
assurance /improvement programs in their regions MoH, 2006).A11 strategies indictors and 
the direct indicators were measured as past situation in 2005, current situation 2006 and was 
followed up yearly till 2010. The detailed plan is attached in Appendix 2.
3.24 SUMMARY
This chapter has shown the development of primary health care services in Oman. The rest of 
the chapter focuses upon the planning and the health policies in MoH in Oman. However, 
there is no doubt that efforts of MoH to strengthen and revitalize Primary Health Care have 
noticeably paid off. The developments in health services and in different health manpower 
were accompanied by achievements in the health status of the Omani community (MoH, 
2007).
Additionally, there is a growing need to improve the quality of PHC services and 
technologies offered in the field of promotion, prevention, diagnosis, treatment and 
rehabilitation, and implement them in an appropriate and safe manner to ensure that the 
expected impact is attained (Al Assaf&Skeikh, 2004). This chapter discussed the 
development of the QA/I program in Oman focusing more on the initiation and the activities 
of this program in Muscat Govemorate where this research is conducted. This chapter gives 
the vital information about the national health care system in Oman specially PHC. The 
details about the national QA/I programme in PHC from section 3.17 onwards in this chapter 
will be used in the evaluating the effectiveness of National QA/I program since its 
implementation in 2002 up to 2010. The next chapter will give an overview of quality 
concepts and definitions and the international perspectives of quality management in PHC.
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Chapter 4
Quality Concepts and the International Perspectives of Quality 
Management
4.0 INTRODUCTION
Quality is rapidly becoming a global issue. Quality in health care is reaching a new 
dimension in that is being demanded and expected and providers are judged by it (Al Assaf, 
1998). Countries worldwide are beginning to introduce the concept of quality into their health 
care systems. This is because the provision of care per se, any care, is no longer the option 
(Al Assaf& Sheikh, 2004). This chapter gives an overview of concepts and definitions of 
quality, dimensions of quality and quality tools and end up with the international perspective 
of evaluation QA/I in PHC worldwide.
4.1 QUALITY CONCEPTS
‘Quality’ simply means the achievement of the desired objectives in the most efficient and 
effective manner, with the importance of satisfying the customers or the consumers. It is not 
necessarily the most expensive way to do things. In contrast it is a call for efficiency and cost 
saving. It is not necessarily the prerequisite of luxury items or services. It is a product or a 
service that is acceptable, accessible, efficient, effective and safe, and that is continuously 
evaluated and upgraded (Al Assaf & Sheikh, 2004).
Quality of care is concerned with the interface between provider and patient, between health 
services and the community. A quality perspective changes the focus of health systems 
development from establishing structures to addressing what happens in these structures. 
Additionally, there are many definitions of quality of care, depending on whose perspective is 
taken. One commonly used definition is ‘doing the right thing’ (i.e. providing effective care), 
right (i.e. efficiently), right away (meeting patient expectations of prompt care). Most people 
would agree that the perspectives of both the provider and the user are important in defining 
quality. Good quality care can also be described as care that meets acceptable technical 
standards as well as the needs and expectations of users and communities (Health Summit,
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2001). Additionally, quality is never an accident, it is always the result of high intention, 
sincere effort, intelligent direction and skilful execution; it is the wise choice of many 
alternatives [anonymous]. (Al Assaf & Sheikh, 2004)
Some would include accessibility and equity of services in their definition of good quality 
care, although others would see these as important first steps to allow the provision of good 
quality care, rather than part of the definition of quality. One of the earliest Gurus on quality 
in the health sector (refer back to chapter 2),Avedis Donabedian, divides quality into 3 
elements." structures, processes, and outcomes. Structures (also sometimes referred to as 
inputs) consist of the physical characteristics of facilities (e.g. building, equipment), human 
resources (quantity and mix), supplies (e.g. drugs) and management systems. Processes are 
the activities associated with providing and receiving care, and include aspects such as 
quality of diagnosis, interpersonal dimensions of care, rational drug use and management of 
chronic diseases. Outcomes are the changes in health status (e.g. controlled blood pressure) 
and the improved quality of life and user-community satisfaction achieved through inputs and 
processes of care (Health Summit, 2001).
It is argued that quality is measurable, a system is usually made up of three components: 
input, process and output as mentioned above. Quality of input (structure) is measurable and 
includes the quality of personnel, supplies, equipment and physical resources. The quality 
process is diagnostic, therapeutic and patient care procedures and protocols can all be 
measured and quantified. The same is true for system outcomes or results; they, as well, are 
measurable. For example, infection rates, morbidity and mortality rates, as well as patient and 
employee satisfaction are all outcome measures and are all measurable variables. Therefore 
the system components of inputs, processes and outcomes have certain quality characteristics 
that are measurable and are important in quantifying the quality of a system (Al Assaf& 
Sheikh, 2004).
Another definition of quality is that it is achieved when an organization’s processes and 
activities are designed and implemented in order to continuously meet the organization’s 
customers’ needs and expectations. As patients tend to want more than what they really need, 
cautious health care professionals must learn their patients’ expectations through a good 
rapport. One successful way to achieve this is by periodically surveying patients. Surveys
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provide valuable information on the needs and expectations of patients. Likewise, surveys 
can be designed for other health care customers. Then it will be up to the providers to analyse 
the information obtained from these surveys and identify ways to meet expectations and 
needs (Al Assaf& Sheikh, 2004).
Quality has a number of definitions, although in primary health care, the most applicable and 
certainly most important definition is “meeting the requirements o f the customer, both 
internally and externally, fo r  defect-free products and services'". Patients, of course, are one 
important group of external customers, and providers need to learn about, investigate, 
understand and implement methods to satisfy them, and to maintain these actions. 
Principally, quality is a process of effective communication between the supplier or the 
provider of care or health service and the consumer or the receiver of that care or service. It is 
a continuous process of dialogue and understanding between the two (Al Assaf& Sheikh, 
2004: 7).
On the other hand, there are other customers in the system also: the intemal customers, the 
employees and other external customers such as patients’ families, visitors etc. Each has 
special needs and expectations and it is the duty of health professionals to meet them if a 
quality service is to be the goal in health care, whether private or public. Moreover, quality 
does not have to be the most expensive or the most major approach. It can be as simple as 
doing one’s job better, constantly. It can also be as simple as providing suitable and necessary 
care to the right health care consumer in the most efficient manner, utilizing the current 
available resources (Al Assaf& Sheikh, 2004).
From the above definition, evidence suggests that quality is something that must be striven 
for. It is not going to happen by itself. However, it must be planned, it must have strategies 
and action, and scientific methods must be used to apply it. It requires sophisticated learning 
and adequate training and must be conducted by skilled leaders through consensus building 
and teamwork. It will be achieved only if a process of effective selection is followed when 
choosing the right implementation strategy i.e. decisions are made as informed decisions (Al 
Assaf & Sheikh, 2004).
62
4.2.1 QUALITY ASSURANCE
Quality assurance (QA) is the process and sub-processes of planning for quality, the 
development of objectives and goals for quality, setting standards of quality, communicating 
standards to users, developing indicators, setting thresholds and collecting data to monitor 
compliance with set standards. Hence, QA is associated with planning, setting and 
communicating standards and monitoring compliance. Therefore, variation from standards 
can be measured, and measures identified to minimize this variance. QA is associated with 
the standardization of health care. It supports the theory that by standardizing care, there will 
be less chance of error and consequently a better opportunity for controlling patient care 
outcome (Al Assaf& Sheikh, 2004).
With a plan for quality, one will be able to allocate resources more efficiently, will be able to 
monitor progress more effectively and may be able to predict outcomes earlier. Additionally, 
by having a specific plan for quality one will be able to map his strategy more effectively and 
also be able to judge progress and evaluate achievements based on planned objectives (Al 
Assaf& Sheikh, 2004).
A further facet of QA is that it provides a venue for proper documentation and 
standardization of key processes; accordingly controlling variation and better predicting 
outcomes. It also provides for the development of an ongoing monitoring system through 
which one is able to measure progress towards compliance and can select areas that need 
improvement. Thus, QA is a necessary step towards quality improvement in the quality cycle 
(Al Assaffe Sheikh, 2004).
4.2.2 QUALITY IMPROVEMENT
Quality improvement (QI) can be defined as the process and sub processes of reducing 
variation of performance or variation from standard in order to achieve a better outcome for 
the organization’s customers. The key issues here are the ability of this process to identify 
and act on variance. It is a process of enhancing processes to control outcomes. Activities 
must revolve around the customer as the driving force for any improvements (Al Assaf& 
Sheikh, 2004).
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Moreover, adequate and appropriate training is principal for activities, skills, and tools that 
are necessary to accomplish QI and its success and proper implementation. Several models 
and techniques for performing QI have been developed (Al Assaf& Sheikh, 2004).
4.2.3 QUALITY MANAGEMENT
Quality management (QM) is a structural umbrella over all processes and activities related to 
QA and QI. QM is responsible for the coordination and facilitation of these activities in an 
organization. Particularly, QM is involved in the selection of health care quality personnel, 
the allocation of other resources, the monitoring and evaluation of plans and the launching of 
improvement teams (Al Assaf& Sheikh, 2004).
Other terms used in the field include such terms as continuous QI, total QM, total QI, and 
leadership for total QM and QI, while the newest term on the market is PI, for performance 
improvement. Whatever term an organization chooses to use is irrelevant. The most 
important point is that health care quality can only be achieved if there is adequate 
preparation, understanding, and proper application of its principles in a health care 
organization, a region or a country and there must be organization-wide involvement and 
adequate participation of employees in improvement efforts (Al Assaf& Sheikh, 2004).
4.2.4 QUALITY IMPROVEMENT STEPS
Quality improvement, as mentioned above, is a process of reducing variation from a desired 
standard. Its aim is to achieve a low variation level in order for a process to stabilize and in 
order for the system to take control of the outcome. Consequently, quality improvement is the 
process and sub-processes of identifying opportunities for improvement, selecting an 
opportunity for improvement, defining it from an operational standpoint and acting on it (Al 
Assaf& Sheikh, 2004).
The below model (Figure 4.0) for quality improvement is by no means the only one. There 
are a number of similar model for improvement, most of which are equally applicable to 
primary health care and international settings (Al Assaf& Sheikh, 2004).
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Figure 4.0 Quality Improvement Cycle:
S tep  10: Im plem ent solution
S tep  9: C h o o se  and design  solution
S tep  8: A nalyse and  study  01 
\
S tep  7: Identify w ho v/ill 
work on 01
S tep  1: Plan and  r e -a s s e s s
S tep  2: S e t s ta n d a rd s
S tep  3: C om m unicate  
s tan d ard s
I
/
S tep  4: Monitor
S tep  5: Identify and  prioritize 
opportunities for 
s te p  6: D e f in fo i  i^ iprovem ent (01)
(Source: Al Assaf& Sheikh, 2004: 18)
Figure 4.0 shows the quality improvement cycle, the first three steps of the cycle—planning, 
setting standards, and communicating standards—are all quality assurance steps. Step four, 
monitoring, is also called quality control. The next six steps are quality improvement steps 
(Al Assaf& Sheikh, 2004).
Example of such models is the TQI Cycle designed by the Quality Assurance Project of the 
US Agency for International Development (USAID), shown in Figure 4.0 above (Nicholas et 
al., 1991; Blumenfeld, 1993 as cited in Al Assaf& Sheikh, 2004).
4.3 THE MYTHS OF QUALITY (AL ASSAF, 1998)
Peter Drucker a management expert argued that people have different stereotypes and 
believes about quality i.e. myths of quality. According to Drucker there are five myths of 
quality. The first myth is that quality means goodness, luxury, shininess or weight. This myth 
describes the notion that quality has to be the most expansive or most prominent approach. A
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quality in health care can be provide appropriate and necessary care to customers in most 
efficient approach utilizing available resources.
The second myth, quality is intangible and therefore is not measurable. It describes the belief 
of many people that quality is magical and undefined. They often believe it is ideal that can’t 
be calculated, even though quality is tangible and measurable. This is evident fi*om the work 
of quality guru. Dr Donabedian, that the health care system can be divided into structure, 
process and outcome. Each of these components has a number of quantifiable elements that 
can be defined and measured precisely.
The third myth is there is an economics of quality e.g. we can’t afford it. This myth is about 
the notion of relationship between cost and quality. Quality is dependent on the idea of cost 
saving. If it is applied accurately it should save money not cost more. Nonetheless, quality 
reduces cost incurred by the system progressively cutting the costs associated with failure. 
Intemal failure cost for example rework, duplication and waste can be reduced and eventually 
eliminated if resources used wisely and processes are streamlined. External failures, on the 
other hand, usually are highest and tied to malpractice and liability issues. Thus, quality and 
cost may have an inverse relationship in this model. If quality is high, saving are by products 
and therefore cost is lower i.e. quality defiantly is inexpensive.
The fourth myth is that quality problems are originated by the providers i.e. workers. This 
myth suggests that workers are responsible for system errors; therefore, error must be 
attributed to them. Berwick 1989 argued that this notion is called the bad apple theory. 
However, several quality experts proved this theory was wrong. Deming, Crosby and Juran 
all found that more than 85% of all problems are system errors and 15% actually are workers 
errors. Errors happen when the system lacks adequate policies, standard procedures and tools. 
Additionally, mistakes happen when there is a lack of systematic methods to documents 
processes, study them and act proactively before problems can occur.
The last myth is quality originates in the quality department. The quality department should 
act as a facilitator, an advocate, or a coordinator of the quality system. However, it is the 
responsibility of every worker to provide quality, practice quality and ensure improvement 
towards quality i.e. quality is every one’s duty. Employees are aware about their
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responsibility and abide the performance standards, thus no need for a separate department to 
tell them what to do to achieve quality.
4.4 DIMENSIONS OF QUALITY
Brown et al, 1998 argued that quality is a comprehensive and complex concept. Experts 
generally recognize several distinct dimensions of quality that vary in importance depending 
on the context in which a QA effort takes place. QA activities may address one or more 
dimensions, such as technical competence, access to services, effectiveness, interpersonal 
relations, efficiency, continuity, safety and amenities. Figure 4.1: Quality Dimensions 
(Brown et al, 1998: 7)
Dimensions of Quality
Technical
Compelcncc
A ccess to 
Sendee
Effeeliveness
Interpersonal
Relations
Effieieney
Continuity
Safety
Am enities
Figure 4.1 illustrates the dimensions of quality which are a useful framework that helps 
health teams to define and analyze their problems and to measure the extent to which they are 
meeting program standards. These dimensions have been developed from the technical 
literature on quality, and synthesize ideas from various QA experts. It I argued that each 
dimension should be considered in the light of specific programs and should be defined
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according to the local perspective. These dimensions of quality are as appropriate for clinical 
care as for management services that support service delivery (Brown et al, 1998). The eight 
dimensions discussed in detail in this section.
4.4.1 TECHNICAL COMPETENCE
Technical competence refers to the skills, capability, and actual performance of health 
providers, managers, and support staff. For instance, to provide technically competent 
services, a community health worker must have the skills and knowledge (capability) to carry 
out specific tasks and to do so consistently and accurately (actual performance). Technical 
competence relates to how well providers carry out practice guidelines and standards in terms 
of dependability, accuracy, reliability, and consistency. This dimension is relevant for both 
clinical and nonclinical services. For health providers, it includes clinical skills related to 
preventive care, diagnosis, treatment, and health counseling. Competence in health 
management requires skills in supervision, training, and problem solving. The requisite skills 
of support staff depend on individual job descriptions. For example, a pharmacist might be 
expected to possess competence in logistics and inventory management. Technical 
competence can also refer to material resources: for example, an X-ray machine must 
produce radiation that consistently meets accepted standards. A lack of technical competence 
can range from minor deviations from standard procedures to major errors that decrease 
effectiveness or risk patient safety (Brown et al, 1998).
4.4.2 ACCESS TO SERVICES
Access means that health care services are unrestricted by geographic, economic, social, 
cultural, organizational, or linguistic barriers. Geographic access may be measured by modes 
of transportation, distance, travel time, and any other physical barriers that could keep the 
client from receiving care. Economic access refers to the affordability of products and 
services for clients. Social or cultural access relates to service acceptability within the context 
of the client’s cultural values, beliefs, and attitudes. For example, family planning services 
may not be accepted if they are offered in a way that is incompatible with the local culture 
(Brown et al, 1998).
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On the other hand, organizational access refers to the extent to which services are 
conveniently structured for prospective clients, and encompasses issues such as clinic hours 
and appointment systems, waiting time, and the mode of service delivery. For example, the 
lack of evening clinics may reduce organizational access for day workers. Where travel is 
difficult, lack of home visits or community based services may generate an access problem. 
Linguistic access means that the services are available in the local language or in which the 
client is fluent (Brown et al, 1998).
4.4.3 EFFECTIVENESS
The quality of health services depends on the effectiveness of service delivery norms and 
clinical guidelines. Effectiveness is an important dimension of quality at the central level, 
where norms and specifications are defined (Brown et al, 1998). This is evident also from the 
study conducted by Knight et al (2012) that showed improving in quality of care through the 
PHC collaborative programme in Australia addressing diabetes, chronic heart disease and 
diabetes prevention.
Assessing the dimension of effectiveness answers the questions: does the procedure or 
treatment, when correctly applied, lead to the desired results? And is the recommended 
treatment the most technologically appropriate for the setting in which it is delivered? 
Effectiveness is an important dimension of quality at the central level, where norms and 
specifications are defined. Effectiveness issues should also be measured at the local level, 
where managers make a decision how to carry out norms and how to adapt them to local 
conditions. When selecting standards, relative risks should be considered. For example, more 
frequent use of caesarean section might be acceptable in a population with many high-risk 
pregnancies, regardless of the associated risks. To determine this strategy’s effectiveness, the 
procedures potential harm must be compared with its probable net benefits (Brown et al, 
1998).
4.4.4 INTERPERSONAL RELATIONS
The dimension of interpersonal relations refers to the interaction between providers and 
clients, managers and health care providers, and the health team and the community. Good 
interpersonal relationships create trust and credibility through demonstrations of respect.
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confidentiality, courtesy, responsiveness, and empathy. Effective listening and 
communication are also important. Sound interpersonal relations contribute to effective 
health counselling and to a positive rapport with patients. Insufficient interpersonal relations 
can decrease the effectiveness of a technically capable health service. Patients who are poorly 
treated may be less likely to notice the health care providers’ recommendations, or may avoid 
seeking care (Brown et al, 1998).
4.4.5 EFFICIENCY
The fifth dimension of quality is efficiency of health services. It is an important dimension of 
quality because it affects product and service affordability and because health care resources 
are usually limited. Efficient services provide optimal rather than maximum care to the 
patient and community; they provide the maximum benefit within the resources available. 
Moreover, efficiency demands that necessary care is provided. Poor care resulting fi*om 
ineffective norms or incorrect delivery should be minimized or eliminated. Thus, quality can 
be improved while reducing costs. Further, unsafe care causing unnecessary risk and patient 
discomfort, is often expensive and time-consuming to correct. Nevertheless, by analyzing 
efficiency, health program managers may choose the most cost-effective intervention (Brown 
et al, 1998).
4.4.6 CONTINUITY
Continuity means that the client receives the whole range of health services that he or she 
needs, without interruption, termination, or unnecessary repetition of diagnosis or treatment. 
Services must be offered on an ongoing basis. The client must have access to routine and 
preventive care provided by a health worker who knows his or her medical history. A client 
must also have access to timely referral for specialized services and to complete follow-up 
care. Thus, continuity is sometimes achieved by ensuring that the client always sees the same 
primary care provider; in other situations, it is achieved by keeping accurate medical records 
so that a new provider knows the patient’s history and can build upon and complement the 
diagnosis and treatment of earlier providers. The absence of continuity can compromise 
effectiveness, decrease efficiency, and reduce the quality of interpersonal relations (Brown et 
al, 1998).
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4.4.7 SAFETY
The seventh dimension of quality is safety which means minimizing the risks of injury, 
infection, harmful side effects, or other dangers related to service delivery. Safety includes 
the provider as well as the patient. For instance, safety is an important dimension of quality 
for blood transfusions, especially since the advent of AIDS. Patients must be protected from 
infection, and health workers who handle blood and needles must be protected by safety 
procedures. Additional safety issues related to blood transfusions include maintaining aseptic 
conditions and using proper techniques for transfusing blood (Brown et al, 1998).
Although safety may seem most important when complex clinical services are provided, there 
are safety concerns in the provision of basic health services as well. For example, health 
centre waiting rooms can put clients at risk of infection from other patients if risk-reducing 
measures are not taken. If a health worker does not provide proper instruction on the 
preparation of oral rehydration solution (ORS), a mother may administer to her child ORS 
containing a dangerously high concentration of salt (Brown et al, 1998).
4.4.8 AMENITIES
Amenities refer to the features of health services that do not directly relate to clinical 
effectiveness but may enhance the client’s satisfaction and willingness to return to the facility 
for later health care needs. Amenities are also significant because they may affect the client’s 
expectations about and confidence in other aspects of the service. Where cost recovery is a 
consideration, amenities may enhance the client’s motivation to pay for services. Amenities 
relate to the physical appearance of facilities, personnel, and materials; as well as to comfort, 
cleanliness, and privacy. Other amenities may include features that make the wait more 
pleasant such as music, educational or entertaining videos, and reading materials. While some 
amenities such as clean, accessible restrooms and privacy curtains in examination rooms are 
considered luxuries in most health care settings, they are nonetheless important for attracting 
and retaining clients and for ensuring continuity and coverage (Brown et al, 1998).
4.5 QUALITY TOOLS
As discussed in Chapter Two and since Shewhart, quality engineers have used numerous 
tools to achieve process and outcome measurement. Even though these tools have been
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applied in manufacturing for decades, they have only recently found application in health 
care. This is because of their increasing adoption by health care managers is the dependence 
on statistical thinking rather than rigorous statistical analysis (Bennett &Slavin, 2002).
The approach of quality engineers that utilizes descriptive statistics to validate quality 
evaluations, without elaborate mathematical analysis is statistical thinking. However, 
descriptive statistics includes mean, variance, and standard deviation to evaluate quality 
improvement opportunities. Quality engineers have seven frequently used tools available for 
each of the four steps in the quality improvement cycle mentioned earlier in this chapter. 
Furthermore, payers for health care and governmental agencies are expecting reporting of 
results of care processes via two other forms of reporting -  report cards and instrument panels 
from providers (Bennett &Slavin, 2002).
Bennett &Slavin (2002) have divided the measurement tools into process and outcome. The 
process measurements are sub divided into problem identification, data collection and 
intervention design measurements. First, the problem identification include: problem 
identifications (Pareto charts, fishbone diagrams, histograms and run charts. Second, data 
collection includes check sheets and finally; the intervention design that include flowcharts 
(Bennett &Slavin, 2002).
On the other hand, the outcome measurements consist of process control and reporting 
results. Process control reported by control charts; and reporting results comprise of reports 
cards and instrument panel. These tools have come to define the classic approach to quality 
improvement, and they are used to insure that each step in a quality improvement process 
provides valid conclusions (Bennett &Slavin, 2002).
4.6.1 PROBLEM IDENTIFICATION
Pareto analysis is a technique used to identify quality problems based on their degree of 
importance. The logic behind Pareto analysis is that only a few quality problems are 
important, whereas many others are not critical. The technique was named after Vilfredo 
Pareto, a nineteenth-century Italian economist who determined that only a small percentage 
of people controlled most of the wealth. This concept has often been called the 80-20 rule
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and has been extended to many areas. In quality management the logic behind Pareto’s 
principle is that most quality problems are a result of only a few causes. The trick is to 
identify these causes. One way to use Pareto analysis is to develop a chart that ranks the 
causes of poor quality in decreasing order based on the percentage of defects each has caused. 
For example, a tally can be made of the number of defects that result from different causes, 
such as operator error, defective parts, or inaccurate machine calibrations. Percentages of 
defects can be computed from the tally and placed in a chart like those shown in Figure 4.2. 
Generally,few causes account for most of the defects (Wiley, 2005).
Figure 4.2: Pareto Chart
B
(Source: Wiley, 2005: 151)
As shown in Figure 4.2 above Pareto chart is used when dealing with chronic problems and 
helps one identify which of the many chronic problems to attack first. The chronic problem 
with the highest number of events will show up on the Pareto chart with the tallest bar, which 
represents the most frequent occurring problem. The idea behind Pareto analysis is the 20/80 
rule in that 20% of your errors / customers / input accounts for 80% of your complications / 
income/ output (Bennett &Slavin, 2002).
Cause-and-effect diagrams are charts that identify potential causes for particular quality 
problems. They are often called fishbone diagrams because they look like the bones of a fish. 
Cause-and-effect diagrams are problem-solving tools commonly used by quality control 
teams. Specific causes of problems can be explored through brainstorming. The development 
of a cause-and-effect diagram requires the team to think through all the possible causes of 
poor quality (Wiley, 2005).
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Figure 4.3: Fish Bone
Suppliers Workers Machines
Environment Process Material
Problems
Source: Wiley, 2005:151
Figure 4.3illustrates a general cause-and-effect diagram. The “head” of the fish is the quality 
problem, such as broken valves. The diagram is drawn so that the “spine” of the fish connects 
the “head” to the possible cause of the problem. These causes could be related to the 
machines, workers, measurement, suppliers, materials, and many other aspects of the 
production process. Each of these possible causes can then have smaller “bones” that address 
specific issues that relate to each cause. For example, a problem with workers could be 
related to lack of training, poor supervision, or fatigue (Wiley, 2005).
A histogram is a chart that shows the frequency distribution of observed values of a variable. 
The type of distribution of a particular variable is displayed, such as whether it has a normal 
distribution and whether the distribution is symmetrical (Wiley, 2005).
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Figure 4.4 Histogram
Frequency
A B C D E
Source: Wiley, 2005:151 
Figure 4.4 shows the histogram.
Furthermore, data must be collected and analyzed, and a check sheet (data collection sheet) 
design provides a scientific approach to gathering information to improve the validity of 
decisions and interventions (Bennett&Slavin, 2002).
Aceording to Bennett &Slavin, 2002 interventional design makes use of the faet that variation 
in a process exists because the process does not operate the same way every time. To get a 
handle on how the system ideally operates or should operate, standardization of the process 
must occur.Flowcharting has proven extremely valuable for health care managers in 
understanding and optimizing processes. Often, the very aet of producing a flowchart 
uncovers problems in proeess flow that respond to simple intervention. In more complex 
processes, flowcharting may present the only means of understanding the true structure of a 
system (Bennett &Slavin, 2002).
4.6.2 OUTCOME MEASUREMENTS
Process eontrol is considered as the most significant measure of quality improvement. 
Through the use of statistical process control charts, data can be expressed in terms of means 
and up to three standard deviations above and below that mean, over which data collection 
points are plotted. Based on these data points, variations in the process that are outside 
expected limits can be identified and targeted for intervention ( Bennett &Slavin, 2002).
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Control Charts are most useful for ongoing processes in which variation is a source of cost 
and diminished productivity, and these statistical models allow rapid analysis and 
intervention for active processes. In health care, control charts are useful for analyzing 
performance and outcome measure in diagnostic and therapeutic systems of care for specific 
disorders or preventive care. Using control charts, health care managers can usually identify 
sources of variation that determine approaches for improvement (Bennett &Slavin, 2002).
4.6.3 REPORTING RESULTS
One of the advantages of the quality improvement approach in health care is the application 
of an evidence-based approach to decision making. One of the major criticisms of the 
evidence-based approach to health care improvement is the laek of a scientific basis around 
the recommendations for care made by this approach. Since a substantial majority of medical 
care is based on an individual clinician’s anecdotal experience, rather than scientific 
evidence, many decisions on medical necessity lack the kind of scientific validity that 
physicians desire (Bennett &Slavin, 2002).
4.6.4 REPORT CARDS
A health care manager may be asked to present information, such as outcomes data in the 
form of charts to upper management, corporate boards or leadership, community officials 
during quality improvement work. Thus, these information displays usually report results that 
demonstrate accountability for care. For example, state health department reports on local 
cardio thoracic surgery results reported as for mortality and cost for coronary artery bypass 
surgery or reports to employers on health plan quality issues relating to immunizations, 
cancer screening, acute and chronic disease management, customer service and access to care 
(Bennett &Slavin, 2002).
4.7 PERSPECTIVES ON THE MEANING OF QUALITY
It is argued that quality means different things to different people. There are different 
perspectives to quality in health care. From the provider’s perspective, quality might mean 
providing the best possible care available to the patient. Quality from the perspective of the 
administrator is to provide effective care in a cost-conscious environment that may contain 
the rationing of health care, especially when resources are limited. On the other hand, from
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the patient’s perspective, quality is getting the care when needed, accessible and fast (A1 
Assaf& Sheikh, 2004).
The definitions and dimensions discussed above comprise a wide conceptual framework that 
includes nearly every aspect of the health system performance. All these dimensions come 
into play as clients, health providers, and health care managers try to define quality of care 
fi’om their distinctive perspectives. What does quality of health care mean for the 
communities and clients that depend on it, the clinicians who provide it and the managers and 
administrators who oversee it (Brown et al, 1998).
4.7.1 THE CLIENT
For the clients and communities served by health care facilities, quality care meets their 
perceived needs, and is delivered courteously and on time. In sum, the client wants services 
that effectively relieve symptoms and prevent illness. The client’s perspective is very 
important because satisfied clients often are more likely to comply with treatment and to 
continue to use primary health services. Thus, the dimensions of quality that relate to client 
satisfaction affect the health and well-being of the community (Brown et al, 1998).
Patients and communities often focus on effectiveness, accessibility, interpersonal relations, 
continuity, and amenities as the most important dimensions of quality. However, it is 
important to note that communities do not always completely understand their health service 
needs especially for preventive services and cannot sufficiently assess technical competence. 
In addition, health providers must learn about their community’s health status and health 
service needs, educate the community about basic health services, and involve it in defining 
how care is to be most effectively delivered. Which decisions should be made by health 
professionals and which should be made by the community? Where does the technical 
domain begin and end? This is a subjective and value-laden area that requires an ongoing 
dialogue between health workers and the community. Answering these questions requires a 
relationship of trust and two way communication between the parties (Brown et al, 1998).
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4.7.2 THE HEALTH SERVICE PROVIDER
From the provider’s perspective, quality care involves that he or she has the skills, resources, 
and conditions necessary to improve the health status of the patient and the community, 
according to current technical standards and available resources. The provider’s commitment 
and motivation depend on the capability to carry out his or her duties in an ideal or optimal 
way (Brown et al, 1998).
Providers tend to focus on technical competence, effectiveness, and safety. Several key 
questions for providers may be asked: How many patients are providers expected to see per 
hour? What laboratory services are available to them, and how accurate, efficient, and 
reliable are they? What referral systems are in place when specialty services or higher 
technologies are needed? Are the physical working conditions adequate, ensuring the privacy 
of patients and a professional environment? Does the pharmacy have a reliable supply of all 
the needed medicines? Are there opportunities for continuing medical education? (Brown et 
al, 1998)
Although, as the health care system must respond to the patients’ Perspectives and demands, 
it must also respond to the needs and requirements of the health care provider. In this sense, 
health care providers can be thought of as the health care systems internal clients. They need 
and expect effective and efficient technical, administrative, and support services in providing 
high-quality care (Brown et al, 1998).
4.7.3 THE HEALTH CARE MANAGER
Quality care requires that managers are infrequently involved in delivering patient care, 
though the quality of patient care is central to everything they do. The various demands of 
supervision and financial and logistics management present many unexpected challenges and 
crises. This can leave a manager without a clear sense of priorities or purpose. However, 
focusing on the various dimensions of quality can assist to set administrative priorities. 
Health care managers must provide for the needs and demands of both providers and patients. 
Besides, they must be accountable stewards of the resources entrusted to them by the 
government, private entities, and the community. Health care managers must consider the 
needs of multiple clients in addressing questions about resource allocation, fee schedules.
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staffing patterns, and management practices. The multidimensional concept of quality 
presented here is particularly helpful to managers who tend to consider that access, 
effectiveness, technical competence, and efficiency are the most important dimensions of 
quality (Brown et al, 1998).
4.8 GENERAL APPROACHES TO QUALITY IMPROVEMENT
There are different approaches to quality improvement, discussed in different terms such as: 
quality assurance, continuous quality improvement and total quality management. While 
indicators and the measurement of quality are central elements of all approaches, the various 
approaches differ fundamentally in how they assess and go about improving (Health Summit, 
2001).
4.8.1 QUALITY ASSURANCE (QA)
This is associated with setting out detailed expectations and standards, periodic measurement 
of whether the standards are being met (usually by a team external to the health facility) and 
undertaking action to undertake problems recognized through measurement (often 
disciplinary action, such as the loss of approval fi"om an accreditation body). QA has been 
criticised for encouraging facilities only to meet rather than exceed the standards and for 
being ‘done to’ facilities rather than being implemented ‘with them’ (Health Summit, 2001).
4.8.2 CONTINUOUS QUALITY IMPROVEMENT (CQl)
This approach sees quality improvement as an essential part of management functions and 
suggests that quality changes only appear gradually and over time. Contrasting the traditional 
QA approaches, the strategies used in bringing about such change are continuous involving 
local staff in the collection and analysis of data and the determination of priorities and 
standards. The approach has a strong process orientation, focusing on aspects such as team 
building and building local cultures of quality and the implementation of activities on a 
continuous base. It also seeks to integrate the perspective of service users (Health Summit, 
2001).
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4.8.3 TOTAL QUALITY MANAGEMENT (TQM)
TQM is concerned with an essential reorientation of the health care system and the people in 
it towards ‘total quality” in addition to the features of CQI. In this approach, quality is a way 
of life, a way of viewing the health system as a whole (Health Summit, 2001).
4.9 KEY SUCCESS FACTORS IN QUALITY IMPROVEMENT
In order for a system to achieve quality status the following is a list of principles that should 
be met. Each of these principles is considered a key success factor towards quality 
improvement (A1 Assaf& Sheikh, 2004).
4.9.1 LEADERSHIP
The capability of the leaders of an organization to consider the role of true leaders with all of 
the skills associated with leadership is very important. To be an effective leader, the 
following are very essential: vision, compassion for the cause, listening skills, people skills, 
communication skills, charisma, persuasion, participatory management style. Success may 
not be attained and maintained without true leadership in quality improvement (A1 Assaf& 
Sheikh, 2004).
4.9.2 COMMITMENT
Active and participatory commitment is required. Leaders must show not only verbal 
commitment but also active and practical commitment. Leaders should get occupied in the 
decision-making aspect of quality improvement. They should contribute in quality 
committees and councils. They should be involved in launching teams and provide the 
necessary support for these teams to succeed (A1 Assaf& Sheikh, 2004).
4.9.3 CUSTOMER FOCUS
Evidence suggests that without customers, the service should be discontinued. Customers are 
the reason for the existence of service providers. They provide the purpose for the structure. 
As mentioned earlier in this chapter, one of the main goals of quality improvement is to meet 
the needs and expectations of the customers, both internal and external. As a result, for a 
quality improvement programme to succeed it has to carefully identify its customers and
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learn their needs and expectations, and must find ways to meet them. Otherwise, quality 
improvement will have little or no impact on what matter the most (A1 Assaf& Sheikh, 2004).
4.9.4 CONTINUOUS PROCESS-ORIENTED AND OUTCOME-DRIVEN 
IMPROVEMENTS
Improvements must be continuous. They must be aimed at processes but should be 
determined by the goal of achieving the right outcome. Outcomegoals should be chosen 
based on customer impact and organizational priorities. It is argued that without a good 
developed plan for action taking into consideration these issues, quality improvement efforts 
may not succeed (A1 Assaf& Sheikh, 2004).
4.9.5 EMPLOYEE EMPOWERMENT
Each employee should be treated as a customer. They should be trained and continuously 
developed to make the best possible service to the external clients. They should be given the 
tools and the techniques to make decisions and should be supported in their efforts of meeting 
the needs and expectations of the customers. A quality improvement effort that does not 
consider the needs and assets of the employees is condemned to failure (A1 Assaf& Sheikh,
2004).
4.9.6 PROACTIVE IMPROVEMENTS
Another key success is taking a proactive approach to problem-solving and to identifying 
opportunities for improvement. Organizations should stay away fi*om traditional “crisis 
management” where improvement is initiated only after a crisis or a mistake occurs. This 
situation will create a sense lack of ability to innovate (A1 Assaf& Sheikh, 2004).
4.9.7 DATA-DRIVEN DECISION-MAKING
Use of data is principal in quality improvement efforts. In order to adequately and correctly 
manipulate data and produce information necessary for appropriate decision making activities 
a system of data management should be encouraged. Quality improvement is based on 
decision-making activities and without the necessary data these decisions become subjective 
and may not be correct (A1 Assaf& Sheikh, 2004).
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4.9.8 INTERDISCIPLINARY TEAM-WORK
The organization results of the synergistic effects of teamwork can bring may never see if all 
employees work on their own without interaction with one another. One member of the team 
may bring one perspective and another may build on that perspective to bring about a better 
perspective, and so on. Consequently, working in teams is not only to achieve collective 
decision-making capabilities but to achieve progressive and complex capabilities through the 
participation of all the team members (A1 Assaf& Sheikh, 2004).
4.9.9 EDUCATION, RETRAINING AND RECOGNITION
One of the requirements for improving organizations is continuous development of the 
human resource. Almost all experts agree that investing in employees is highly predictive for 
ultimate success. Additionally, an organization that has its employees satisfied has a perfect 
environment for improvement. When morale is high, productivity is at its best (A1 Assaf& 
Sheikh, 2004).
4.10 QUALITY AND COST
According to A1 Assaf& Sheikh (2004), increasing costs may not result in increased quality, 
and increasing quality may not necessarily result in increased costs. As quality-related 
activities are implemented such as assurance, improvement and review, added cost will incur 
at the beginning. However, once these activities are well integrated into a system and 
organizations become more aware of what is required to achieve quality then all of the 
activities related to preparation and appraisal will be unnecessary, and their cost will 
eventually diminish.
Equally, all of the costs associated with poor quality activities, such as waste and duplication, 
will diminish. Thus the total cost should be less once quality efforts are part of the daily 
routine. Then, in such a phase, quality will be inversely related to cost. As quality increases, 
cost decreases in the long term. Quality then becomes inexpensive and is easily afforded and 
sustained A1 Assaf& Sheikh, 2004).
According to Suver et al., 1992(as cited in A1 Assaf& Sheikh, 2004), the costs of quality are 
three: the costs of prevention, appraisal and failure (both internal and external). Implementing
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quality in a health care system requires certain resources in order to provide training in 
quality methodologies, to secure monitoring capabilities, to measure performance and 
improvement accomplishments and to collect the data necessary for documentation of the 
status and level of care.
Moreover, quality reduces the costs incurred by a system by slowly reducing costs associated 
with failure. Internal failure costs such as those of duplication and waste can be reduced and 
eventually eliminated if resources are used wisely and processes are efficiently effectively. It 
is also the purpose of quality to eliminate errors and mistakes in providing care and service 
that may have unfavorable effect on the customer, primarily the patient. Hence, by doing so, 
external failure costs that are usually the most costly (sometimes tied to malpractice and 
liability issues) can be further reduced and may ultimately be eliminated (A1 Assaf& Sheikh,
2004).
4.10.1 QUALITY IN PRIMARY HEALTH CARE SYSTEM: INTERNATIONAL 
PERSPECTIVES
Primary Health Care is essential health care based on practical, systematically and socially 
acceptable techniques and technology made commonly accessible to individuals and families 
in the community. It forms essential part both of the country’s health system and of the 
overall social and economic development of the community. Indeed, the attempt fi*om the 
Oman MoH to strengthen and renew PHC is evident (MoH, 2004a). The health services in 
Oman have developed extremely over the past years.
Primary Health Care (PHC) refers to a focus on care provided to individuals to address a 
particular problem or every day basic need.It is the care provided at the first level of contact 
with the health system (Primary Health Service Branch, 2002). PHC can be defined as the 
'^‘essential health care made universally accessible to individuals and families in the 
community by means acceptable to them through their fu ll participation and at a cost that the 
community and country can afford. It forms an integral part both o f  the country’s health care 
system o f which it is the nucleus and the overall social and economic development o f  the 
community” (WHO as cited in JCI, 2005:1).
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As mentioned in chapter 3, Alma-Ata had placed primary health care as a philosophy, a level 
of care and a set of services. It is also considered the strategy to achieve health for all. The 
philosophy of primary health care is based on the following pillars: first, universality where 
all citizens should be assured coverage with the same basic set of primary health care 
services. Second, quality that primary health care services should be socially and culturally 
acceptable and inline with standards of scientific and clinical practice, and at a level that will 
be perceived as adequate by beneficiaries. Third, equity that means no one should be denied 
services for want of ability to pay. The financial burden of providing primary care services 
should be shared fairly. Pro-poor initiatives form a major component of primary health care 
strategies. This is clear fi’om the vision of Health for All (WHO,EMRO, 2003).
Fourth, efficiency where services should be provided in a cost-effective way both at the level 
of the unit of service as well as in the structure of the system, in keeping with the principles 
of universality, quality and effectiveness. Finally, sustainability where there should be 
enough resources to adequately finance and manage the basic set of services in the short and 
long-term (WHO,EMRO, 2003).
However, based on this philosophy, the Alma-Ata Declaration identified five components 
and values of primary health care, which are as valid now as they were in 1978: active 
community participation, and joint monitoring and control over the content and 
implementation of primary health care; social relevance, with western medicine 
complementing local systems; involvement of other sectors, including education, water and 
sanitation, and agriculture; health service provision and health promotion; and use of 
appropriate and effective technologies (WHO,EMRO, 2003).
Furthermore, in terms of level of care, primary health care is the first point of contact for 
service users within an organized health care system. This point of contact may be at the level 
of the health centre, the polyclinic or hospital ambulatory care. However, the level at which 
primary health care is actually delivered is determined by the set of services considered 
essential (WHO,EMRO, 2003).
The philosophy of primary health care represented and continues to represent a 
radicalstrategic shift about health and health care, indicating as it does the use of strategies
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such as inter-sectoral collaboration, legislative reform, reassessment and reallocation of 
human resources and the application of cost-effective interventions. Since 1978, the primary 
health care movement has had tremendous influence on the way national health systems in 
the Eastern Mediterranean Region view health development and provides health services and 
will continue to be a valid approach regardless of the terminology that may be applied to the 
tools and strategies of its implementation. Primary health care created a conducive 
environment for many of the initiatives and successful programmes we are witnessing now 
(WHO,EMRO, 2003).
4.10.2 QUALITY IN PHC: AN OVERVIEW
Quality in general practice is complex, poorly researched but clearly multidimensional. 
Winefielde/ al. 1995 (as cited in Me Sweeney, 1997), for example, found no correlation 
between doctor and patient satisfaction. Research has consistently identified that whereas 
patients value aspects of the teleological approach (i.e. this approach considers the patient 
fi*om a more holistic perspective, seeking to help the patient to understand his/her illness), for 
example GP who gives them adequate consultation time and listens, GPs equate quality more 
with biomedical elements, e.g. accurate diagnosis, knowing when to refer to a specialist. The 
implication here for new Health Authorities managers is that, in seeking to develop quality 
initiatives in general practice, they need both a mainstream understanding of the cultural 
factors needed to achieve a quality improvement strategy and must also be able to resolve the 
differences in priority between GPs, their patients. National Health Service Executive 
direction and wider public health concerns, the organization must dedicate sufficient 
resources to the change process. Top-down nearly always works; bottom up alone seldom 
does. Top-down followed by bottom-up is the best strategy of all; the organization must aim 
for a steady, sustained pressure as opposed to start-stop activities; the organization must 
allow people to buy in for their own reasons; the organization must concentrate on the 90% of 
those who need convincing but can be persuaded, not the 5% diehards or the 5% enthusiasts 
and changes should develop from within the current culture and progress gradually. A 
process which presents too great a challenge to the current culture will have predictable and 
negative outcomes (McSweeney, 1997).
These various attempts to define quality are illustrative of what Donabedian (1988) suggested 
some years ago: a) first, the definition of quality changes along a continuum of perception of
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health from health care provider to patient to public; and, b) second, definitions of quality are 
impacted by the breadth with which health, itself, is defined (Howard, 2000).
Howard (2000) argued that if health is defined broadly to include social and psychological 
dimensions, then patient and community concepts of quality are also likely to include social 
and psychological aspects. Definition of “quality health care,” then, seems to depend on how 
health is defined which might, in its narrowest sense, be an absence of illness and, in its 
broadest sense, be “a state of complete physical, social and mental wellbeing” (WHO, 1998 
as cited in Howard,2000). Secondly, definitions of quality can be influenced by the “eye of 
the beholder.” Perceptual influences may range from the singular view of the provider to the 
multiple views of various stakeholders, including patients and the community at large 
(Howard, 2000).
Moreover, indicators of quality of health care, then, will be derived from the various 
meanings given to “health” and from the various perspectives from which health is viewed. 
Consequently, any assessment of quality of care requires certain sensitivity to context. In the 
instance of defining quality of primary health care at least three considerations must be taken 
into account: first, a very broad view of health; second, a balancing of perspectives of what 
constitutes quality; and third, and an assessment process compatible with the first two.
Moreover, examining these indicators should produce a comprehensive picture of the quality 
of primary health care service. However, there is also strong agreement that a measure of 
quality health care should also include outcomes (i.e., “end results” or the improved health 
status of individuals or populations) (Benbassat&Taragin, 1998; Donabedian, 1988; 
Greenberg &lezzoni, 1995; Starfield, 1992 as cited in Howard, 2000).
4.10.3 PERSPECTIVES ON QUALITY
There are several perspectives from which quality can be viewed, none of which are mutually 
exclusive and most of which could be used in combination by PHC researchers and 
evaluators. However, some of these perspectives may be more suitable for evaluating PHC 
situations than are others. This section outlines various perspectives that are observable in the 
literature on quality (Howard, 2000).
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4.10.3.1 CORE HEALTH SERVICES PERSPECTIVE
The core health services perspective views quality as achieving effectiveness or quality based 
on consensus and science” (Walters & Morgan, 1995, p. 1199 as cited in Howard, 2000). 
Quality of care, then, essentially comprises features of accessibility, effectiveness, efficiency, 
appropriateness, safety, competence, and acceptability. From the core health services 
perspective, quality involves a combination of ethical and economical considerations assisted 
by clinical practice guidelines that synthesize available evidence and experience and promote 
best practices (Walters & Morgan, 1995, p. 1204 as cited in Howard, 2000).
4.10.3.2CUSTOMER-FOCUSED PERSPECTIVE
Howard (2000) argued that quality can be thought of as reducing waste through better 
understanding customer need and willingness to pay for services. Viewed from this 
perspective, quality health care would give the customers what they need, through continuous 
improvement in the efficiency and effectiveness of services provided.
Berwick (1997as cited in Howard, 2000) calls his model the Total Customer Relationship 
Model—a model not based on consumer reports or customer satisfaction surveys, but on an 
assertive approach by health care providers, policy-makers, managers, and users to provide 
services that consumers believe are worth paying for. This customer-focused perspective on 
quality assumes that: in a helping profession, the ultimate judge of performance is the person 
helped; most people, including sick people, are reasonable most of the time; different people 
have different, legitimate needs; pain and fear produce anxiety in both the victim and the 
helper; and meeting needs without waste is a strategic and moral imperative.Berwick 
suggests that there is a “market revolution” facing health care services which are being driven 
by cost-containment and competition. The best strategy for addressing the market revolution 
in the health care industry can be found outside health care and inside globally competitive 
companies.
4.10.3.3 UNIFYING PERSPECTIVE
Donabedian (1980) views quality as the greatest benefit, with the least risk, for the lowest 
cost. His Unifying Model reflects the position that a relationship exists between health 
benefits achieved through services, risks in providing services, and monetary costs associated
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with providing services. In its final analysis, each of the aspects of the Model is subject to 
valuations. Care providers may emphasize benefits and risks and deemphasize costs. 
Receivers of care may do the same and adjust their emphasis on cost relative to their 
responsibility to pay for services. Communities may emphasize all three elements, since a 
social perspective of quality depends on the communities’ understanding of benefits for the 
most people, risk to the fewest numbers of people, and lowest possible cost of providing 
equitable services. From this perspective, quality of health care is context sensitive (Howard, 
2000).
In later clarification of the Unifying Model, Donabedian (1988) suggested that determination 
of quality became more complex as the care reeeived by patients and the care received by 
communities was considered in addition to the performance of practitioners. In this model, 
aspects of structure, process and outcomes need to be considered in determining quality of 
health care (Howard, 2000).
Additionally, another “unifying” perspective is provided by Starfield (1992) who suggests 
that five components of care guide the assessment of quality of primary care: access to 
needed components of care, technical quality of care, appropriateness of care, outcomes of 
care and satisfaction with care. In addition to the regulatory approaches e.g., guidelines and 
standards for practitioners that exist to ensure quality, more recent approaches to quality 
improvement include involving patients in the assessment of their own care and the decision 
about their place of care (based on information about the location’s prior performance). 
Measures of accessibility and utilization are important to determine the achievement of each 
of the attributes of primary care: first contact care, longitudinality, comprehensiveness and 
coordination. Measuring these attributes creates a quality assurance system which satisfies 
the need for accountability (Starfield, 1992 as cited in Howard, 2000).
4.10.3.4 “v a l u a t io n ” PERSPECTIVE
Another perspective from which quality is viewed is based on Schwandt’s (1990) work. This 
perspective focuses on valuation and like the Unifying Model is context sensitive. Quality is 
influenced first by value and second by multiple dimensions (Howard, 2000).
When judgments of quality are made from a values-based perspective, importance is placed 
on the dimension in terms of favored properties of that dimension. A technical-based view, 
for example, emphasizes praetice properties; a user-based view emphasizes satisfaction 
properties; an operations-based view emphasizes cost properties; a standards-based view 
emphasizes conformance properties; and a performance-based view emphasizes outcome 
properties (Howard, 2000).
4.10.3.5 “COMMUNITY OF USERS” PERSPECTIVE
The last perspective on quality of health care is derived from examining lay people’s 
perceptions both individual and community of health care services (Haddad et al., 1998). This 
perspective includes personal, facility, and outcome dimensions of health care as well as sub 
dimensions and components within each sub-dimension (Howard, 2000)
Haddad et al. (1998 as cited inHoward, 2000) present one of the few perspectives that 
attempts to distinguish the quality of primary care from the quality of primary healthcare. 
The distinguishing features rest in the emphasis of individual and community participation in 
defining quality.
4.11 INFORMATION SYSTEMS IN PHC
Enthoven&Vorhaus (1997) argued that physicians are faced with the frustrations of limited 
time, overwhelming volumes of medical literature, and great uncertainty about the efficacy 
and appropriateness of alternative therapies in individual cases. This problem is made more 
challenging by rapid advaneements in medical science, which make physicians’ hard-won 
knowledge soon outdated. All of this results in wide variations in medical practice, which 
suggests that many patients are not getting appropriate care. A high-quality health care 
organization creates information systems that facilitate clinical decision making by tracking 
alternative treatments, resource use, and clinical outcomes. Analyses of this information can 
facilitate the identification and timely adoption of improved practices (Enthoven&Vorhaus, 
1997).
Additionally, creating high-quality information systems for health care organizations has 
proved to be intangible, although the medical informatics trade press is filled with vendor ads
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and examples of organizations that are attempting to buy or build such systems. System 
implementation costs are high, and what the platform for these systems ought to be is not 
known. But the organization that can successfully and efficiently manage information will 
produce better-quality health care because it will be able to measure, monitor, and improve 
the care it delivers. If this organization can then communicate its information to patients, 
purchasers, and suppliers, it will clearly have a competitive advantage (Enthoven&Vorhaus, 
1997).
Enthoven &Vorhaus (1997) emphasized that the market is rightfully becoming more 
demanding of information on the quality of care. Well-designed information systems will 
give purchasers and patients access to data on outcomes within a particular health care 
system. When these data are joined with data from other systems, they will begin to yield 
information about the overall health of populations (Entho ven&V orhaus, 1997).
4.12 CONTINUOUS QUALITY IMPROVEMENT IN PHC
Entho ven &Vorhaus (1997) argued that top leadership in a high quality health care 
organization must believe that broadly based continuous quality improvement (CQl) is an 
essential management method and strategic goal. System’s executives must encourage in 
their organization the importance of systematic improvement of the processes of care and the 
delivery of service to its patients. The organization highlights the importance of 
interdisciplinary perspectives and problem solving.
Additionally, administrative and medical quality initiatives have been slow to integrate 
because doctors have frequently been reluctant to get involved in CQl projects. CQl 
represents a change from accustomed work styles and is not clearly in physicians’ personal 
interest, since there is an implicit loss of autonomy in working collegially with other health 
care professionals. Examples from other industries such as automobile manufacturing, where 
design engineers must work cooperatively with production engineers, marketers, accountants, 
and other members of the automotive building team, lead to believe that administrative and 
clinical integration of quality efforts will be beneficial and will evolve as the market demands 
that these two strands of the organization cooperate (Entho ven&V orhaus, 1997).
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Until now, most CQI initiatives have focused on improving the delivery of nonclinical 
services to patients and other customers. Early and promising work also has been done on 
improving the clinical processes of hip replacement surgery, coronary artery bypass graft 
(CABG) surgery, breast cancer screening, and cholesterol treatment and on reducing the 
incidence of medication errors. The same CQI principles also need to be applied to the 
management of chronic disease in aging population (Enthoven&Vorhaus, 1997).
4.13 PATIENT EDUCATION AND INVOLVEMENT IN PHC
A high-quality health care organization understands that its role is not simply to sell 
physician services; rather, it is to maintain and improve the health of members, often by 
educating and involving patients and their families in care processes and disease prevention 
activities. This fosters patient empowerment, which makes patients satisfied with the care 
they receive. Patient education and involvement can yield better care. For example, prenatal 
childbirth education and patient involvement in treatments for chronic conditions like asthma 
and diabetes often can prevent problems. When problems cannot be prevented, appropriately 
trained patients can at least help to manage minor problems and prevent them from becoming 
acute. It will become easier to extend patient education and involvement throughout the 
health care system as a structure and process for consensus-based, practically developed 
education is created (Enthoven&Vorhaus, 1997).
4.14 EVALUATING THE EFFECTIVENESS OF QUALITY ASSURANCE ACTIVITIES 
IN PHC
In the life cycle of every program, project or initiative, evaluation helps owners and 
stakeholders make informed decisions. Evaluation is a tool for managers to determine the 
necessary decisions for improving program performance and productivity. Evaluation can 
also be applied to components within a program that impact on the quality of its deliverables 
and outcomes (HSCC, 2004 Canada).
Quality is tangible and is measurable. Just think for a moment that health care is a system. 
Therefore, according to the simple system theory as it was applied to health care by 
Donabedian (1966), each health care system can be divided into three components: structure 
(human and physical resources), process (the procedures and activities of care and services)
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and outcome (the results of care and services). Each of these components has a number of 
quantifiable elements that can be accurately defined and measured. For example, under 
structure, one might look at the quality of physicians in terms of their training, experience 
and education as one attribute of the total quality of the system of health care in which they 
work (Al Assaf& Sheikh, 2004).
In the process component, one may calculate the variation in current procedures performed 
compared to a standard set of steps for the same procedure as another attribute of the total 
quality of that health care system. For outcome, one might calculate the level of patient 
satisfaction of the care provided in a health care setting as a proxy measure of the total 
quality of that system. If one could define and identify all of the major elements of any health 
care system then one can certainly develop quality standards for these elements. Measuring 
the compliance of these system elements to the quality standards developed, one will be able 
to measure the quality of the system as a whole based on the extent of compliance of these 
elements to the desired standards (Al Assaf& Sheikh, 2004).
Furthermore, measuring quality can also be achieved through the development of key 
indicators in order to measure the current performance of a system’s components (structure, 
process and outcome) and compare them to the desired standards to be achieved. If these 
components turn out to be in compliance with the desired standards ,then the system is 
deemed compliant and therefore will be considered a quality system. Several methods have 
been developed to measure quality in this manner. Accreditation, certification and surveys are 
methods for measuring quality of a system or an organization (Al Assaf& Sheikh, 2004).
Legros et al (2002) have conducted evaluation of Chilean QA program. The evaluation team, 
consisting of two international consultants and a regional consultant from the Costa Rican 
Ministry of Health, visited six regions and seven health ‘servicios’ (geographically defined 
administrative units within a region). The regions and servicios were purposefully chosen to 
represent different geographic areas, types of facilities, and levels of performance of QA 
activities. The evaluation was based on a framework developed and applied by the Quality 
Assurance Project (Center for Human Services, USA). Group and individual interviews with 
staff complemented document and record reviews.
92
The evaluation team found that Chile’s QA program had been successful in achieving 
sustainability and institutionalization. Factors contributing to this success included the 
enabling environment, management and leadership, technical functions, and support 
functions. Thus, the Chilean QA program constitutes an interesting experience for 
consideration by other countries. Key features include its sustainability, nationwide coverage, 
decentralization, and alliance of quality improvement and regulation. Training results are 
impressive: almost 20% of Ministry of Health personnel received training, and 19 training 
modules are in use. Coaches are active and technically sustaining quality assurance activities 
nationwide. Training generated impressive results in terms of the large (cadre of coaches 
trained who are active and sustaining QA with technical support. Almost 20% of the MOH 
development of the quality assurance program in Chile, staff has received basic QA training, 
and 19 QA training modules have been developed. Certain dissemination activities are in 
place, including an annual QA conference and the month of the quality. Incentives exist, and 
provide recognition and specific awards. The QA in Chile system is closely linked to public 
health and QA activities tends to be more prevalent in PHC centers than in hospitals and 
primarily oriented towards patient satisfaction and primary care (Legros et al, 2002).
Despite the importance attached to community participation in health, there are relatively few 
vigorous measurement frameworks. Cross national indicators for community involvement in 
health were developed in the early 1990s and Rifkin et al have produced a framework for 
measuring community participation in health programmes across five areas: needs 
assessment, leadership, organization, resource mobilization and management. A more recent 
tool developed in the UK for evaluating healthy alliances included process indicators for 
community involvement. The current interest in urban regeneration, which has links to a 
social model of health, has led to work on the assessment of community participation in 
planning and managing regeneration initiatives. In addition, in 2002 the Audit Commission 
gathered a set of performance indicators for community involvement in public sector 
organizations, with a focus on local government (South et al, 2005).
Additionally, the patient and public involvement agenda has stimulated interest in measuring 
quality and some key areas of assessment for UK practice have been suggested although 
these have not been developed into comprehensive evaluation frameworks. Overall the tool 
was developed in a context where there were very few measurement frameworks focused on
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community involvement suitable for use with health organizations or services in the UK 
context .The lack of indicators and tools appropriate for health organizations embarking on, 
or wishing to improve, community involvement is perhaps indicative of the difficulties in 
defining what should be measured and what methods are most appropriate. The complexity of 
community involvement practice which can vary with context, organization, level of decision 
making and diversity of community needs, all makes measurement difficult(South et al,
2005).
Al Hamadi and Roland (2005) had conducted a comprehensive review of published literature 
in Saudi Arabia PHC; several studies indicated that PHC programmes have been effective 
such as maternal health care, vaccination and control of endemic diseases. However, the 
chronic disease management program was less effective and reasons were poor professional 
skills reflected in misdiagnosis and mismanagement of major chronic diseases such as 
diabetes and hypertension.
Additionally, effectiveness of clinical diagnosis was reported in terms of prescribing pattern, 
diagnostic and referral practices. Poor referral practices were observed in terms of high 
prevalence of diabetic retinopathy only 40-68% of diabetic patients were referred to eye 
clinic (Al Hamadi and Roland, 2005).
Moreover, the consultation time was 5 minutes, which is considered short by international 
standards. The satisfaction survey had showed the dissatisfaction was expressed in relation to 
poor communication and exchange of information between the patients and providers 
including doctors, nurses and pharmacists. However, another study of health care providers 
indicated that their ability to provide high quality interpersonal care was jeopardized by the 
levels of education in the community, lack of compliance and patients’ insistence on 
receiving medications or being referred to hospitals (Al Hamadi and Roland, 2005).
Bilawka and Craig (2003) conducted a literature search on quality assurance and found 
several factors the led to effectiveness of QA activities. The bulk of information on the 
effectiveness of QA activities suggested that involvement of staff in the development of the 
activity such as guidelines or standards was the key in the ultimate success of the activity. 
Another method of ensuring quality was well defined and well developed programme that
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require a wide range of individuals at different employments level such as managers and 
workers. In addition, a successful QA programme should have a written documentation, 
outlining the programme goals and objectives, the scope of the programme, the frequency of 
the activities and the annual appraisal report.
Another area of effectiveness of QA activities were the clinical practice guidelines (CPGs), 
the effectiveness of CPGs to improve quality of care was depend upon development and 
implementation strategies of the guidelines. Several studies suggested that guidelines may be 
more effectively implemented if each health care unit developed and implemented its own set 
of guidelines. Additionally, several studies support the use of physicians’ reminders as a 
strong implementation strategy. The checklist was responsible for improved patients’ care 
because physicians’ compliance with the guidelines embedded in the checklist. The CPGs 
provide a measurable indicator for the quality of care (Bilawka and Craig, 2003)
A further effective QA methodology is utilisation management. Weingartten et al(as cited in 
Bilawka and Craig, 2003) showed that physicians’ compliance with recommended guidelines 
could be achieved through utilisation management. Another area to determine the quality of 
care also is benchmarking, a compare and contrast methodology is employed to determine the 
quality of care delivered at different levels. However, this method is difficult to employ to 
ensure quality of care because there is so much variation in delivery of health care among 
institutions and providers depending upon the type of patients’ treated. Additionally, another 
effective methodology includes the use of self assessment techniques that helps the providers 
to learn from their deficiencies and mistakes (Bilawka and Craig, 2003).
4.15 CLINICAL GOVERNANCE IN PRIMARY CARE
Rosen(2005) argued that early central guidance on clinical governance defined a sequence of 
tasks to be undertaken such as: establishing leadership; accountability and working 
relationships; conducting a baseline assessment of capacity and capability; formulating a 
clinical governance development plan; and clarifying reporting arrangements for clinical 
governance.
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Baker et al (as cited in Rosen, 2005) have emphasised the intimate link between quality 
improvement and accountability. Standards for quality improvement, associated systems of 
accountability, and mechanisms for achieving change are defined at the level of individual 
healthcare professionals e.g professional codes of practice, continuing professional 
development, etc; practice teams: implementation of health improvement program priorities 
or local guidelines; and primary care groups: implementing guidance from the National 
Institute for Clinical Excellence and national service framework recommendations (Rosen,
2005).
The Royal College of General Practitioners has projected a different fi*amework with three 
core goals: protecting patients, developing individual practitioners, and developing teams and 
systems for quality improvement. On the contrary to this focus on individuals and teams, 
Scally and Donaldson(as cited in Rosen, 2005) emphasised the need for organizational 
development particularly clinical leadership and team working. This is particularly relevant in 
the context of the multiple independent practitioners now clustered into primary care groups 
and trusts. On the ground, primary care groups and trusts are taking many different 
approaches to clinical governance. Some are using work on a single clinical issue (for 
example, auditing prescribing for heart disease or developing practice registers for diabetes) 
to develop interest and involvement among local clinicians. However, others see clinical 
governance as underpinning all their work, linking it to health improvement and primary care 
investment plans. Some groups and trusts are taking a lead in identifying priorities; others are 
encouraging individual practices to select areas for quality improvement. Some are working 
to establish common information technology and data collection systems to monitor local 
services, although others have not yet turned their attention to this (Rosen, 2005).
Additionally, in spite of this variation, there is some common ground. A survey of primary 
care groups by the Audit Commission shows that 70% will be undertaking inter-practice 
audits and working to improve data for monitoring the quality of care. Three quarters were 
able to call on support from external agencies such as public health departments and medical 
audit groups. A similar proportion has now set targets for accountability, many of which 
relate to prescribing (Rosen, 2005).
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Despite this hopeful start, another survey of clinical governance leaders revealed concerns 
about implementation at a local level. Principal among these were the lack of resources for 
the job, the size of the workload created by clinical governance, and the difficulties of 
moving primary care professionals towards the open and participative culture that is required. 
Other factors may complicate the development of clinical governance in primary care. A 
legacy of domination by general practitioners will make it hard to develop the necessary team 
working. The fragmentation of primary care across multiple small providers means that there 
is no clear professional or managerial hierarchy through which to drive implementation. 
Given the monitoring of services that is also required for successful clinical governance, the 
embryonic state of information technology in primary care particularly in single handed 
practices will limit the ability of primary care groups and trusts to monitor outcomes (Rosen, 
2005).
The quality of Outcome Framework (QOF) is a financial incentives system for the provision 
of quality in PHC medical services in UK. It is measured using a point system of 1050 
maximum. Morgan(2005) had conducted an overview of the QOF process undertaken in 26 
general practices in south-west Wales. The study found that the QOF points achieved by the 
practices suggested a quality care provisions, the QOF had been a learning process for 
stakeholders involved in the process and subjective feedback has been positive for both GPs 
and practice managers (Morgan, 2005).
4.16 EFFECT OF QUALITY ON OUTCOME IN PRIMARY CARE
Hsiao &Boult (2008) did a review and identified 14 studies of the relationship between 
personal aspects of PHC quality and health related outcome. These heterogeneous studies 
provide modest support for the belief that greater continuity of primary care led to less use of 
hospitals and lower health care costs. The review concluded that higher quality in certain 
personal aspects of PHC is associated with less hospitalisation and emergency room visits 
and lower health costs. However, PHC physicians may not be able to provide high quality 
care because of time constraints and lack of incentives. To attain these goals, PHC physicians 
must receive adequate training, rewards and infrastructure support. Thus, the payer must 
establish appropriate measures of the personal and technical aspects of quality and will need 
to provide motivational quality incentives for practices and doctors.
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Proctor & Campbell (1999) conducted a qualitative study on the development and refinement 
of performance indicators. Seven themes were identified as key areas for development of 
indictors of performance such as patients’ experience, clinical activities, service development 
and innovation, access, health promotion, cost effectiveness and quality of life outcomes. 
These themes are incorporated into a dynamic framework for the development where 
improve outcomes including quality of life measures are seen central to the evaluation of 
quality and inter-professional collaboration in the delivery and evaluation of quality of the 
new primary care is required.
In the UK, Macfarlane et al (2004) had conducted an illuminative evaluation of Quality Team 
Development (QTD) programme from the perspectives of participants and assessors. The 
UK Royal College of GPs’ (RCGP) QTD programme is formative continuous quality 
improvement programme aimed at developing PHC teams and their services. The study 
suggested that the RCGP QTD programme is accepted with participants and aligns well with 
the broader fi*amework of quality improvement and modernisation in the UK National Health 
System and with the specific requirement of the 2003 GP contract. The QTD is a highly 
complex organisational intervention that is implemented differently by different teams in 
different contexts at different times. Thus, there is no research to support the effectiveness of 
QTD in organisations that are unmotivated to embark on it, unable to resource it and who are 
deficient in the organisational preconditions for any planned change. In fact, there is evidence 
that organizations meeting this description are unlikely to make significant progress with any 
quality initiatives.
Aghazadeh (2002) found that research has shown that a satisfied employee is directly related 
to satisfied customers. Additionally, Al Hamadi and Roland (2003) argued that the morale 
and motivation of staff could also be improved by focusing on working hours, patient load, 
and salaries, and by improving resources and facilities. The employment conditions of 
expatriate physicians and their contribution to quality improvement need to be examined. 
Contract conditions should provide a sense of job security, and the motivation and 
empowerment necessary to improve performance.
In Oman, al Mandhari et al (2004) had conducted a study to explore the association between 
perceived health status and satisfaction with quality of care and found when adjusted for the
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relevant background factors such as age and gender, poor perceived health status has been 
found to predict less positive judgments of various aspects of health care quality. Poor mental 
health status, for example, predicts less positive judgments of aspects that are linked to the 
accessibility of the service and interpersonal aspects of care such as the working hours of the 
centre, GP’s attitude and time spent with the GP (P _  0.05, 0.05 and 0.01, respectively). 
Poor physical health status, on the other hand, predicts less positive judgements of aspects 
such as cleanliness of the building, confidentiality of consultation with the GP, explanation 
about the visit to the antenatal clinic and standard of antenatal clinic in general (P _  0.05, 
0.05, 0.05 and 0.05, respectively). Additionally, a study carried out in Kuwait (similar 
culture to Oman where this primary survey was conducted) that showed the factors 
influencing patient satisfaction in PHC clinics in Kuwait ( Al Hashem wt al, 2011)
4.17 THE CHANGE PROCESS
The theory underlying the science of improvement is interesting in itself. Nevertheless, 
improvement comes from action: the developing, testing, and implementing of change. 
Change can be developed by examining the current system using pictures, flow diagrams, or 
data and based on a learning, a common understanding, and an identifying of possible 
changes in some or all aspects of the current system-in other words, by redesigning the 
existing system or by inventing a new idea, without recourse to the way things are presently 
done-that is, by designing a new system. After developing a change a way can be found to 
test it on a small scale to minimize risks, and observe how the system reacts to the change 
over time. The change might have to be modified or discarded but whatever the outcome, 
something will be learned and the next test or trial will be better informed than the previous 
one (Bennett &Slavin, 2002).
The search of improvement relies on cycles of learning. But it is not enough to show in a test 
that a change is an improvement. The change must be fully integrated into the system. This 
takes some planning, and usually some additional learning in matters of dealing with those 
who the change will affect and who will implement the change and make these changes 
sustainable (Bennett &Slavin, 2002).
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4.18 B a r r ie r s  f o r  i m p l e m e n t i n g  s u c c e s s f u l  Q A
Bilawka& Craig (2003) argued that they are barriers that may prevent health care 
organization from implementing the QA programmes such as the cost to run the programmes 
and evaluate it, professionals’ reluctance to participate in the programme, lack of remedial 
programmes for those who need to improve quality, the lack of educational opportunities for 
CQI, lack of the personal willing and qualified to supervise proper functioning and 
maintenance of quality management programme and lack of knowledge and understanding 
about the benefits of QA programme.
Democratization of health through community-based initiatives is another barrier. For 
primary health care to succeed it requires organization and mobilization of the community. 
One form of community organization is the basic development needs (BDN) approach which 
has been implemented in many countries of the Region. This approach shifts focus on to 
community leadership and sustainability and away from short-lived interventions (WHO, 
EMRO, 2003).
In addition, in areas where BDN programs and initiatives have been implemented the 
accessibility of and coverage with health care services has increased, and morbidity and 
mortality have decreased. Basic development needs has also accommodated concepts such as 
poverty alleviation and healthy villages and enriched them with a community methodology, 
which puts harmony and balance into social and economic development. This is what is 
sometimes called “development with a human face”. Other initiatives where the community 
has a say are the healthy city and healthy village programs (WHO, EMRO, 2003).
The WHO for EMRO regions suggested that some countries have sought to mobilize the 
community through volunteers, mainly part-time workers who are traditional or trained health 
workers, and sometimes activists, often women, who are members of unions or 
nongovernmental and other philanthropic organizations. Volunteers may come from a variety 
of backgrounds and interests but they are basically active members in their communities. 
Women’s organizations give more say in health affairs to a vulnerable social group whose 
members are also the beneficiaries of improvements in health care management. Such clubs 
provide more access to health care and services as well as a forum for exchange of concerns, 
priorities, problems and decisions related to health status of women. They empower women
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in particular and the family in general in health decision-making and this thus leads to 
democratization of health and to community partnership (WHO, EMRO, 2003)
A1 Hamadi and Roland (2005) found from the review of the literature identified six factors 
that impede the achievement of quality primary care in Saudi Arabia. These include: 
management factors, organizational factors, implementation of evidence-based medicine 
(EBM), professional development, problems at the interface with secondary care, and 
organizational culture.
4.18.1 MANAGEMENT FACTORS
Little information is available on management functions at the health centre level; however, 
two studies addressed managerial functions of mid-level regional managers and district 
technical supervisors. Technical supervisors are responsible for overseeing the activities of 
health centres and usually report to the mid-level managers. Supervisors are considered key 
to implementation and maintenance of the quality assurance program in primary care. A 
survey of technical supervisors showed that the majority of supervisors (65%) had received 
no managerial training, and that 85% had no post-graduate qualification. Most had a 
reasonable understanding of supervision as a process that involved developing the 
professional skills of personnel (97%), coordination of their activities (91%), training and 
education (85%), and team development (82%). However, few thought of motivation of staff 
(5.9%) or improving the quality of care (4.4%) as aspects of supervision. Some supervisors 
still consider supervision as a process of inspection, focusing mainly on solving problems 
(79%), looking for defects (83%), and discovering mistakes (22%) (A1 Hamadi& Roland, 
2005).
Additionally, a survey of mid-level managers identified several managerial obstacles 
preventing optimal delivery of primary health care including: lack of independent decision­
making (97%), poor information (53%), unclear lines of accountability (29%), and lack of 
qualified supervision (28%). Managers also report problems with high staff turnover (74%), 
lack of career development (72%), and variation in staff knowledge and skills (57.7%). 
Operational obstacles included: difficulty in developing community participation (88%), 
stressful working conditions (87%), and lack of coordination between health-related sectors 
(66%) (A1 Hamadi& Roland, 2005).
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4.18.2 ORGANIZATIONAL FACTORS
The organization of primary care services in Saudi Arabia has improved over recent years, as 
most centres are now reasonably staffed, 90% have records, disease registers, and follow-up 
systems and 74% have clinics for chronic illnesses. Studies, however, point to several 
organizational obstacles including poor information systems, staff turnover, stressful work 
conditions and overload of physicians, poor technology, and shortage of resources. One study 
estimated the availability of essential drugs and laboratory items as between 10 and 86%. 
There is a particular shortage in health educators as only 8% of centres are adequately staffed 
for health education. Poor coordination with other agencies was also reported, especially with 
municipalities for proper provision of environmental health services, including sanitation of 
water and food sources and proper disposal of waste (A1 Hamadi& Roland, 2005).
4.18.3 IN A D E Q U A T E  IM P L E M E N T A T IO N  O F E B M
National guidelines have been established for some common conditions; however, several 
studies indicated that clinical decisions are not sufficiently evidence based. This has 
contributed to wide practice variations, inadequate diagnoses and management of a range of 
medical conditions, inappropriate clinical decisions, and unsafe prescribing patterns. 
Obstacles to the implementation of EBM include: poor dissemination of guidelines, and a low 
level of awareness among physicians of journals, review publications, and databases. Most 
physicians have limited access to the internet (A1 Hamadi& Roland, 2005).
However, there is an increased belief that implementation of evidence-based clinical 
guidelines in primary care will contribute to improvement, the review identified positive 
attitudes among Saudi physicians towards implementation of EBM, but lack of training 
prevented implementation. This is similar to Australian general practitioners, who had 
positive attitudes towards EBM but were similarly unfamiliar with the terminology and tasks 
surrounding the implementation of EBM in daily practice (A1 Hamadi& Roland, 2005).
4.18.4 INTERFACE WITH SECONDARY CARE
The referral system in Saudi Arabia was established in 1986 to improve coordination between 
primary care centres and hospitals. Since the implementation of the system hospital 
outpatient visits have been reduced by 40%. Several studies examined referrals and identified
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important deficiencies, mainly low referral of patients for diagnostic purposes and specialized 
care, and poor exchange of information between secondary and primary care providers. 
Referral letters often did not include important information, were handwritten, and sometimes 
illegible. Hospitals sent feedback for only 22-39% of patients. Feedback reports lacked 
essential information including details of the advice given (100%), diagnoses (15%), or 
findings on investigations (21%) (A1 Hamadi& Roland, 2005).
4.18.5 ORGANIZATIONAL CULTURE
A1 Hamadi& Roland (2005) pointed out several positive features of organizational culture in 
primary care centres including a strong spirit of teamwork, and favorable attitudes among 
staff towards improvement through either continuing education or implementation of EBM. 
One study, however, suggested that the status of primary care in general, and physicians’ 
sense of job significance was poor. This study found that one-third of physicians perceived 
primary health care to be inferior to other specialties, and two-thirds thought they are 
underestimated as physicians by the community. Physicians were also dissatisfied with 
management practices, incentives, and medical facilities. A study of stress among primary 
care physicians identified several sources of stress including the impact of job demands on 
family life (50%), professional isolation (40%), work environment (39%), patient complaints, 
lack of appreciation by patients, patient pressure (38-50%), and patient load (50-60 patients 
in 8 working hours). Results also indicated lack of awareness among physicians of pressing 
primary care issues such as the high prevalence of chronic illness and cost of care.
4.18.6PROFESSIONAL DEVELOPMENT STRATEGIES
A1 Hamadi& Roland (2005)indicated inadequate professional development strategies in 
primary care. One study reported that only one-third of primary care physicians have post­
graduate qualifications, none of which were in primary care. Another found that many 
physicians (57%) had never had any educational leave, and that only 50% had access to local 
periodicals. Even fewer had access to international journals. Major additional obstacles to 
professional development were work pressure and lack of time.
The WHO EMRO report(2003) had outlined several reasons for unsuccessful implementation 
of PHC. The process of implementing primary health care and national health for all policies
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and strategies has faced several problems, some of which were identified by the regional 
health-for-all policy and strategy for the 21st century Health 21. The Regional WHO Office 
conducted a review of progress in implementing primary health care in the EMRO Region. 
The review came out with the following reasons responsible for unsuccessful implementation 
of primary health care: lack of community participation. Community involvement is poor as a 
result of conviction that the state is responsible for providing the totality of health services. In 
addition, the public infi-astructure and community organizations are not well developed; lack 
of intersectoral cooperation. This has led to limited intersectoral collaboration for health 
development(WHO, EMRO, 2003).
Additionally, lack or misuse of human resources and material resources is another issue. The 
review reported inappropriate human resources policies and planning, leading to imbalances 
between the number of health professionals in different disciplines and categories and to 
inequitable geographical distribution. As well, in some countries working conditions of 
health workers are unsatisfactory, with low salaries, poor living conditions and inadequate 
career structures; concentration on sophisticated technology. Inappropriate use of medical 
technology leads to escalating cost of health care services. In addition to inefficient use of 
national resources, such concentration has resulted in inequitable and insufficient resource 
allocation, with limited resources for promotive and preventive activities and programs 
(WHO, EMRO, 2003).
Another reason is mismanagement. A major reason was weaknesses of national health 
systems with respect to policy analysis and formulation, coordination and regulation. Weak 
managerial capabilities at all levels of care have hindered the effective and efficient 
implementation of health programs. Weak management also caused poor organization and 
delivery of health services at all levels including ineffective referral systems. The weakness 
of health information systems at central and peripheral levels has resulted in difficulties in 
collecting and using information to measure performance of health facilities and lack of inter­
country collaboration and lack of operational research (WHO, EMRO, 2003).
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4.19 STRATEGIC DIRECTIONS TO SUPPORT/REVITALIZE PRIMARY HEALTH 
CARE
The diversity of the countries of the EMRO Region in terms of political, economic, 
demographic, epidemiological and environmental situation explains the variety and degree of 
magnitude of change and challenge and their impact on health systems in the Region. Most 
countries have to deal with a growing interest in decentralization and civil society 
involvement in managing public affairs and in implementing health-for-all policies and 
strategies. The first challenge is to recommit to the basic principles of health for all based on 
the primary health care approach. Mobilizing support to strengthen a system that is capable of 
leading the detection of health for all should follow this. Consequently, there is a need to 
create the necessary resources to ensure maximum impact on the health status of the entire 
population. However, the most important characteristic of a primary health care system to 
deal with new challenges will be its capacity to adapt quickly to demographic and 
epidemiological transitions and to the enhanced need for monitoring to improve equity to 
access and care (WHO, EMRO, 2003)
4.20 HARMONIZING HEALTH DEVELOPMENT WITH OVERALL DEVELOPMENT
In view of the strong mutual linkages between health and development, it is necessary to 
consider all the related factors, such as economy, environment and social determinants in 
health and development. Community-based initiatives are broad-based health development 
activities that consider the social, economic and environmental dimensions of overall 
development in an integrated and balanced way. Community-based initiatives include the 
healthy cities, healthy villages and basic development needs (BDN) programs. All three 
programs have a community-based approach and are thus interrelated, aiming to improve 
health and quality of life of people in an integrated and sustainable manner. Health authorities 
and leaders should make use of the recommendations of the report of the Commission on 
Macroeconomics and Health which specified a minimal financial requirement to run essential 
health care services. National pro-poor policies based on the BDN approach, the report of the 
Commission on Macroeconomics and Health and the initiative of the Global Fund to Fight 
AIDS, Tuberculosis and Malaria need to be formulated and supported through national and 
international aid (WHO, EMRO, 2003).
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4.21 NEW LEADERSHIP MODALITIES AND THE ROLE OF MINISTRIES OF 
HEALTH
A core responsibility of government in mixed health systems is to exercise effective 
supervision. Steering becomes more important as governments shift from direct service 
provision to a role dominated by policy formulation; priority-setting; assessment of needs for 
health service population-based interventions; financing; regulation of providers and insurers; 
guidance of the system and how it behaves through research (e.g. on cost-effective 
interventions); provision of information; quality enhancement activities; coordination of all 
stakeholders/sectors involved in health delivery; and careful use of financial subsidies. This 
leadership role may be seen as ‘proactive’, i.e. regulating in advance to prevent certain 
outcomes, or ‘reactive’, i.e. regulating in response to emerging outcomes to minimize any 
negative effects. At present primary health care has more influence and there are more 
instruments available than ever before to guide, assess and evaluate the progress of equity, 
universal coverage, effectiveness and efficiency of national primary health care programs 
(WHO, EMRO, 2003).
Thus, health planners and policy-makers can use the tools now available to assess burden of 
disease; healthy life expectancy; fairness of financial contribution and the extent of 
catastrophic expenditures on health; utilization patterns and coverage through household 
surveys; cost-effectiveness of interventions; and prioritization of interventions (WHO, 
EMRO, 2003).
4.22.1 DEVELOPING THE PRIMARY HEALTH CARE WORKFORCE
One of the major strategies in human resources development is the optimum utilization, 
updating and management of human resources for health. Capacity-building in health 
services planning and management is among the requirements for health system and service 
development. Primary health care needs to go beyond the traditional emphasis on production 
and distribution of the workforce and make efforts to develop human resources to ensure 
more responsive, user-oriented health services. The challenge is to provide the right 
incentives to work, and to ensure health personnel are accountable for their performance. 
Efforts are being made in the EMRO Region to train managers at various levels and to
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introduce innovative approaches for training focused on problem-solving and community 
involvement (WHO, EMRO, 2003).
4.22.2 INVOLVEMENT OF AND INCENTIVES TO HEALTH CARE PROVIDERS
With the ever increasing expectation of the community, technological development, and the 
present health financing system, resources will never be sufficient for any health care system. 
In addition to the various efficiency measures which need to be introduced, there is a great 
need to make primary health care physicians and teams accountable, not only for their 
patients’ health, but also for the wider resource implications of any treatments involved, 
including referrals from primary care into secondary and tertiary care. There is a need to 
adopt management protocols in order to limit the cost of services and to improve the quality 
and accessibility of care. Efficiency gains could also be achieved through appropriate 
selection of biomedical technology (WHO, EMRO, 2003).
Additionally, efforts should be made to carry out needs assessment studies for human 
resources in various fields based on health needs as reflected in burden of disease studies. 
Studies on workload for various health professionals could also help in improving human 
resources management aimed at reducing imbalances between regions and specialties (WHO, 
EMRO, 2003).
Moreover, providers should be involved in determining the best use of scarce resources. 
Career development, licensing and relicensing should be linked to ensure the credibility and 
quality of national health services. Providing on-the-job training and education to health staff 
in cooperation with the training and education institutions will provide further incentives and 
motivate health personnel and contribute to career development (WHO, EMRO, 2003).
4.22.3 DEVELOPING ACCREDITATION SYSTEMS FOR HEALTH PERSONNEL 
EDUCATION
Accreditation systems are an essential requirement for quality care and recognition by 
international education institutions and have become even more relevant with globalization 
and world trade agreements. Thus, that the development of strategic planning for human 
resource development should be part of strengthening policy and strategic planning functions
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in the ministries of health in partnership with the related ministries of planning, finance and 
higher education (WHO, EMRO, 2003).
4.23 PRIMARY HEALTH CARE BUDGETING AND FINANCIAL MANAGEMENT
It has been recognized that in order to meet the economic, social and technological challenges 
there is a need to focus on innovative approaches to ensure efficiency and effectiveness of the 
health system and to achieve the right balance between financing and provision of care. The 
largest gains in terms of reducing costs and thus making the funding of primary health care 
affordable could come from improvements in the efficiency of both the government and 
private sectors. Countries have found that poor management is a major obstacle to the proper 
performance of health systems and has led to wastage of health resources. Reducing such 
inefficiencies would result in savings that could be used for expansion of access to health 
services or for improvement of the quality of health services. Nevertheless, the ways in which 
health care is paid for and organized today constrain the potential for efficiency and quality 
improvements (WHO, EMRO, 2003).
Most countries need to develop capabilities in policy analysis and formulation including 
economic analysis. Planned reforms should focus largely on improving health care financing 
and on increasing equity and health system efficiency through the following: focus on cost 
effectiveness and efficiency indicators in the national procedures for budgeting and in the 
financial proposals made by the Ministry of Health; advocacy to ministries of finance and 
planning that investment in health has high economic return; mobilization of additional 
resources for health development from taxation (e.g. profit of pharmaceutical companies, tax 
on tobacco products) and other means (e.g. vehicle insurance for road traffic accidents) and 
reduction of out-of-pocket spending on health; allocation of international aid resources to 
health priorities, such as those identified by the Commission on Macroeconomics and Health 
which suggested essential care financing especially in low income countries and 
improvement of financial management through capacity-building and strengthening 
decentralization in hospital management to increase efficiency and improve performance 
(WHO, EMRO, 2003).
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4.24 IMPROVING EFFICIENCY AND EFFECTIVENESS OF HEALTH CARE 
SETTINGS
Many countries are attempting efficiency measures in their health system and to rein in total 
costs. New methods of payment for services are being designed in order to introduce 
efficiencies in the provision of care services. How to coordinate with and integrate the private 
sector into the national health system is a major challenge. A review of all services should be 
undertaken which takes into account the new movement in primary health care to provide 
services to patients in less costly settings, such as through ambulatory care and community 
based approaches, e.g. home-based care and long-term care. The aim of such is to use acute 
care facilities more efficiently, reduce the length of stay in hospitals and increase the 
utilization of beds and services. However this movement is still in the experimental phase 
(WHO, EMRO, 2003).
Further, it should also take into account the need to change the working environment while 
developing the capacity of individuals and teams to manage effectively. This would include: 
decentralization of responsibility for financial control to the clinicians who commit the 
expenditure (with appropriate financial, managerial and information support); increasing the 
awareness of staff and the wider population of the costs of providing health care and the 
opportunity cost of inappropriate use of health service resources; giving clinical staff who 
have administrative responsibility as heads of services or departments allocated time, relevant 
training and managerial support to undertake this role (WHO, EMRO, 2003).
4.25 SELECTION OF APPROPRIATE TECHNOLOGY
Biomedical technology is contributing worldwide, and in the Eastern Mediterranean Region, 
to the increasing costs of health care. In some countries magnetic resonance imaging (MRI) 
facilities to population ratios are among the highest in the world (e.g. Jordan, Lebanon) but 
utilization rates are low. Greater attention needs to be paid to the selection of appropriate 
technological inputs in health systems in the field of medicines, vaccines and bio-medical 
equipment (WHO, EMRO, 2003).
The EMRO-WHO report also emphasized that as medicines represent an important 
component in health care spending, ministries of health should pursue implementation of
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their national drugs policies and use of the national essential drugs list in order to improve the 
rational use of drugs. The availability of drugs affects the clinical quality of health services, 
costs and the perceptions of clients. Purchase of medicines through the private sector is also 
one of the main out-of-pocket expenditure items for the poor. Key aspects of the policy to be 
addressed include selection, procurement, division, pricing and quality. In the efforts to 
enhance primary health care a national committee for technology development and 
assessment should be established. Such a committee should include all concerned parties and 
should help in developing policy options for technology selection using the findings of 
assessment activities (WHO, EMRO, 2003).
4.26 ORGANIZATION, MANAGEMENT AND REORIENTATION OF PRIMARY 
HEALTH CARE SERVICE PROVISION
Coverage and utilization of health services need to be assessed based on population figures 
and incidence of conditions. Services should be reviewed regularly identifying performance 
levels and available resources and assessing implementation of quality care standards and the 
surrounding environment of the facility. Such continuous review of available care is 
necessary to identify lessons and experience elsewhere and identify best practice (WHO, 
EMRO, 2003).
4.26.1 NEW ORGANIZATIONAL CULTURE
Primary health care requires a new organizational culture which should succeed at all levels 
and sites. This culture is crucial for expanding the delivery of primary health care services to 
all population groups in an efficient, integrated and simplified manner. It should be client 
focused, team oriented and based on information and knowledge sharing. Leadership in a 
health facility enhances the new management culture and can be responsive to changing 
needs (WHO, EMRO, 2003).
Thus, to build new organizational culture, actions might include: changing the existing 
organizational structure within the Ministry of Health to support a general management or 
business management style; personal accountability is seen as the key to improving 
commitment and taking responsibility for the management of services and resources; 
changing the different lines of accountability of health facilities and their staff members to
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operate more efficiently by introducing multidisciplinary management teams working within 
each service and department; clear lines of accountability and communication need to be 
developed and the services need to be managed through a flatter structure; harmonizing the 
relationship between the different levels of care such as health units, health centres and 
referral hospitals; one way of improving this harmony is by developing and enforcing 
guidelines and agreed protocols for referral to secondary care and back to primary care; 
review of coverage by primary health care services to improve access by expanding health 
insurance to the uninsured rest of the population. There is a need to study and make necessary 
interventions regarding the unmet needs of marginalized segments of the population as 
expressed in the national health accounts and/or household surveys which will disclose the 
percentage of out-of-pocket spending and/or catastrophic expenditure by households; 
developing a strategy to find the best balance of public-private mix and a partnership role for 
the private sectors; as the private sector plays an important and growing role in most 
countries, the mix in provision of health care needs to ensure that encouragement of more 
privatization does not focus on clinical care alone to the detriment of health promotion and 
disease prevention and control (WHO, EMRO, 2003).
Additionally, collaboration and joint planning between private and public sectors to ensure 
mutual benefits, especially since the private health care sector is expanding with limited 
control; information on the performance of the private sector and its contribution to health 
care delivery is needed; the private sector often depends on public financing for growth, as in 
Lebanon and Jordan and revision and regular updating of the terms of reference of each 
category of health facility to meet the changing needs and demands of the users and the 
career development and skills needs of the workforce (WHO, EMRO, 2003).
4.26.2 FORMULATION OF SUSTAINABLE UNIVERSAL CORE PACKAGES OF 
HEALTH CARE
The Declaration of Alma-Ata clearly spelt out the essential priorities for launching primary 
health care in any setting, usually known as the eight elements of primary health care. 
Defining the content of a basic package proved to be necessary for costing and financing of 
essential care, for training, monitoring and evaluation, for coordination between the three 
levels of care and for developing an effective and efficient referral system. Each country may 
need to review, test and assess the efforts in implementing the universal package at various
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levels by: reviewing different packages of care provided by different providers and 
purchasers of services in the country; reviewing periodically the division of tasks and balance 
of care provided in primary care and secondary care and exploring options for intermediate 
care; focusing primary care on cost-effective interventions which produce the highest health 
gains to the community; considering opportunities for working with the private health care 
sector in areas where they have particular experience, capability or capacity or better 
economies (WHO, EMRO, 2003).
4.26.3 REFERRAL SYSTEM SUPPORT
Referral support is crucial to the proper functioning of first level health facilities in a health 
system based on primary health care. At the same time, the proper functioning of the first 
level service is a guarantee for equity of accessibility to secondary and tertiary services and 
can act as a guard against overuse (WHO, EMRO, 2003).
4.26.4 FAMILY PRACTICE
Efforts should be made to enhance the strategy of family practice which, in addition to the 
technical health skills, should also include: training in financial, planning, and administrative 
skills for family physicians; decentralization of budgetary responsibility to clinical 
departments and teams; at present very limited control is exercised by clinical staff on 
expenditure and they have neither the responsibility, the information nor the support to do so. 
It is difficult to ascertain whether cost bears any relationship to activity performed and there 
are no wide scale attempts to continuously evaluate the use of resources in terms of economy 
or effectiveness. It would require a management development programme such as the WHO 
Management Effectiveness Programme (ME?) to equip staff and teams with the relevant 
skills and improve understanding of their role (WHO, EMRO, 2003).
4.26.5 BALANCING HOSPITAL AND AMBULATORY CARE
Ministries of health spend over half their budget on hospital-based curative services. Many 
hospitals operate at very low occupancy rates, employ excess staff and use resources 
inefficiently. There is evidence to suggest that there is an oversupply of hospital beds 
especially in the urban areas of many countries in the EMRO Region. Rationalizing the 
number of beds, staffing and associated costs in this sector has the potential to release funds
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to cover some of the costs of the primary care services, which cater for the majority of the 
prevalent ailments (WHO, EMRO, 2003).
Additionally, ambulatory care has recently been developed, driven by economic factors and 
its attractiveness to patients. However this shift in case management requires high level 
administrative, technological and technical skills, such as surgical and anaesthetic skills, 
careful selection of patients, and adequate postoperative pain control and relief. Introducing 
ambulatory care requires in-depth review of the organization, resources, competence and 
logistics of the emergency care system. Due consideration should be given to: redesigning the 
patient pathway to ensure continuity of care; the roles of primary and secondary care in the 
management of priority health conditions, especially non-communicable diseases and clear 
definition of these roles in the context of ambulatory care; using cost-effective tools to correct 
ineffective interventions or treatments in use; matching staffing levels to activity and training 
of staff in new ways of working (WHO, EMRO, 2003).
4.26.2 REORIENTATION OF HEALTH SERVICES TOWARDS HEALTH PROMOTION
Responsibility for health should be shared between individuals, communities, health 
professionals, health services and governments. Health services need to move increasingly in 
a health promotion direction, beyond the responsibility for providing clinical and curative 
services alone. This requires a change in attitude and organization of health services that 
refocuses on the total needs of the individual. Adoption of a risk reduction approach will 
allow countries to tackle the increasing trend in diseases related to unhealthy lifestyles. It is 
important to start reorienting health services so that they are able to address the risk factors 
responsible for the increasing magnitude of these diseases (WHO, EMRO, 2003).
The role of health workers in promoting healthy lifestyles can be improved through 
continuing education programs directed at informing all health workers about approaches and 
methodologies in health education of the public, in addition to enhancing workers’ skills in 
increasing demand for promotive and preventive care (comprehensive risk management), 
such as screening services (WHO, EMRO, 2003).
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4.27.1 DECENTRALIZATION THROUGH DISTRICT HEALTH SYSTEMS 
DEVELOPMENT
The district health system in countries has received special attention through union of 
resources at the operational level. The integrated primary health care model advocated by 
WHO highlights the importance of focusing on catchment areas, strengthening 
decentralization and community participation and community and health personnel 
ownership, and fostering of quality assurance. WHO is also promoting within the district 
health system, health care that is not based in institutions, such as community and family care 
and family practice. Appraisal tools, targeting health providers, managers and users in the 
health care facilities, health directorates and the community at large, should be designed to 
assess situation and identify needs for managerial and technical interventions within the 
district health system in order to improve primary health care coverage (WHO, EMRO, 
2003).
4.27.2 DISTRICT TEAM PROBLEM-SOLVING TECHNIQUE
Institutionalization of the district team problem-solving technique (DTPS) is crucial to the 
sustainability of the partnership with community and related stakeholders and their 
involvement. DTPS brings the health services nearer to the people in the catchment area. This 
initiative which is both integrated and decentralized, combines medical education and health 
service delivery within identified catchment areas and should be advocated and implemented 
in many settings, including hospitals (WHO, EMRO, 2003).
4.27.3 INVESTING IN NONGOVERNMENTAL ORGANIZATIONS
Nongovernmental organizations are well equipped to work in close contact with 
communities. There are many national nongovernmental organizations working in the EMRO 
Region and the work of many of these includes the delivery of primary health care services to 
the urban poor and peri-urban dwellers. However, most of their work is dependent on the 
individual motivation of community members. Nongovernmental organizations usually have 
strong relations with women’s unions, youth federations, etc. Their widespread presence at 
the grass roots level, their experience and their commitment allow them to play an important 
role in community partnership. Access to primary health care can be increased through 
collaboration with nongovernmental organizations (WHO, EMRO, 2003).
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4.28 ACCREDITATION OF HEALTH CARE FACILITIES
Health systems currently operate within an environment of rapid social, economic and 
technological change. Health systems are also currently under continuous inspection by 
planners, purchasers and users of the services. Most health managers and policy makers now 
view as essential the evaluation and control of quality (WHO, EMRO, 2003).
Improving quality of care, ensuring continuous quality improvement and institutionalizing 
improved quality of care through accreditation requires more than a technical approach, more 
than the application of tools and methods. Failure to change the behaviour of people and 
organizational attitudes is the commonest cause of ineffective quality initiatives. Sustained 
improvements often require a change in attitude and acquisition of a sense of ownership with 
regard to the quality of services provided by an organization. Many supporting factors are 
required to integrate accreditation into the structure and function of an organization. The 
strategies in setting and measuring against standards are largely technical; the strategies in 
making appropriate change are social and managerial. Sustainable quality needs a supportive 
environment of leadership, clarity of purpose and organization (WHO, EMRO, 2003).
Thus, primary health care can provide such an environment. A strong accreditation program 
can be the single most important approach for improving the quality of health care structures. 
It would include: development of standard operating procedures (SOPs) for primary health 
care facilities, especially health centres and district hospitals; adopting clinical practice based 
on evidence; agreeing protocols and guidelines for formulating standards of care both within 
and between primary, secondary and tertiary care and applying total quality management 
(TQM) experience in the different levels of care, documenting TQM experience, and 
developing guidelines and tools for quality assurance and improvement (WHO, EMRO, 
2003).
WHO EMRO report concluded that since the Declaration of Alma-Ata, fundamental changes 
have occurred affecting health service delivery, such as economic development and financing 
approaches, globalization of trade and knowledge, and the shift to privatization. Pressures on 
health systems include demographic change, changing disease patterns, increased 
environmental hazards, emerging technologies, global communication networks and 
increased expectations of users. All these changes have further increased the critical
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importance of primary health care and its central role in sustainable development. In order to 
revitalize primary health care as the central focus of national health systems in the Region 
there needs to be: renewal of the commitment of politicians and decision-makers towards 
primary health care/health for all and translation of that commitment into reality through 
increased budget allocation for primary health care and expanding the delivery of health care 
services to all population groups in an efficient, integrated and simplified manner; initiation 
of wide-ranging discussion to unify international vision, strategies and support to primary 
health care; orientation and reorientation of all health workers to the relevance of primary 
health care/health for all through the revision of training curricula and on-the-job training; 
integrating health and in particular primary health care into the socioeconomic development 
process through community-based initiatives and the use of problem solving techniques; 
improving management skills and capabilities at all levels with emphasis on financing of 
health care; developing feasible models and strategies for urban primary health care and 
recognizing the role of alternate therapies of proven value; introducing continuous quality 
improvement and accreditation programs; formulation of rules and regulations for the private 
sector as well as plans for cost sharing without marginalization of the poor; and coordination 
between the levels of care and development of an effective and efficient referral system 
(WHO, EMRO, 2003).
4.29 S u m m a r y
Besides its traditional role, primary health care must build up its ability to carry out a range of 
country-specific functions. It should aim to remain as the leader and the means to achieving 
health for all. It must be able to lead partnerships with all health care providers, influence the 
policies and action of other sectors, and inspire the support of and collaborate with 
community organizations and the media to create an informed and supportive environment 
for primary health care (WHO, EMRO, 2003). The study of quality improvement is crucial 
for health managers to effectively promote cost effective, high quality, high valued health 
care. Patients, payers, and regulators are and will continue to demand performance-based data 
that documents an understanding, application, and implementation of quality improvement 
principles with regard to the services that they need and expect (Bennett &Slavin, 2002).
This chapter discussed the concepts, definitions, dimensions and tools in quality 
management; the key success factors in QI and proceeded in focusing upon the international
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perspective of quality management system elaborating more on evaluating the effectiveness 
of PHC services worldwide, barriers of implementation QA and end up with strategies for 
improving PHC. This chapter forms the core literature review of this research.
The next chapter will discuss the methodology of this research.
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Chapter 5
Research Methodology 1 
Philosophical Thoughts: Epistemology
5.0 INTRODUCTION
The aim of this chapter is to provide a detailed explanation of the research methodology 
adopted in fulfilling the objectives set at the start of the study. The methodology is divided 
into two main chapters. This Chapter gives the research question and objectives, followed by 
a brief introduction to epistemology and the differences between qualitative and quantitative 
research designs and concept of evaluation research and triangulation will be highlighted. 
Chapter 6 describes the research design based on the research question and involves the 
theoretical framework for this study. Then sampling design and size, data collection method 
and data analysis plan are discussed. The final section involves ethical consideration and the 
fieldwork.
5.1 THE RESEARCH PROCESS
Walliman, (2006) stated that in conducting a research the methods have vital role as the 
practical means in order to carry out research and give them a meaning and purpose, they 
describe the data in order to discover relationships among events to explain, describe, predict 
and control their occurrence. In addition, the best thing to make the research good is how it 
can be organized. Therefore, according to (Walliman, 2006) there should be standards to gain 
credibility and procedures that make for efficient use of time and resources. Furthermore, 
(Denscombe, 2003) shows that one of the main purposes of the research method is to develop 
well practice and enhance existing performance.
On the other hand Corbetta (2003) shows that for scientific activity research methods are core 
process where they constitute an important part of scientific curricula and provide a means 
through which intellectual development and understanding of phenomena are enhanced.
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Walliman (2006) identified a series of stages of action research, which are interrelated and 
are sometimes revisited in an iterative fashion during a project as illustrated in Figure 5.0.
In order to derive appropriate remedies for research problems, researchers are expected to 
employ suitable methodologies. According to Muijs (2004: 3) it is important to use the right 
data analysis tools, it is even more important to use the right research design and data 
collection. At the preliminary stage, before deciding on the methods and after the 
identification of the problem, the aims and objectives of the research had to be clearly 
determined and the value of adopting one or more research methodologies had to be assessed. 
The methodology selected for any research project must be appropriate to the goals of the 
research and for answering the questions.
Figure 5.0 A simple research process
Review yo u r su b jec t 
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> a re a  to  d e fin e  a 
rese a rch  p rob lem
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tim ing
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Explore m e th o d s  for 
d a ta  collection  and  
analysis. Check 
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Carry o u t  m ore  
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resea rch  to  refine  
rese a rch  p rob lem
Carry o u t  d e ta iled  
rese a rch  -  d a ta  
co llection  and  
analysis
Source: Research process (Walliman, 2006:6)
Figure 5.0 shows the simple research process by Walliman (2006)
5.1.1 RESEARCH QUESTION AND OBJECTIVES
A review of the literature had identified the main objectives of the national QA/I programme 
in Oman (chapter 3 section 3.17) and the national quality policy (Chapter 3 section 3.18).
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Although, the evaluation of PHC services and quality services have been extensively studied 
worldwide, limited evidence exists about these in Oman. In this research the question to be 
answered was: Will the national QA/I programme in Oman primary health care improves the 
service delivery and the quality o f car el
Locke et al (1987; cited in Creswell, 1994: 57) stated that the purpose statement should 
provide “a specific and accurate synopsis o f the overall purpose o f the study The aim of 
this study was to evaluate the effectiveness of the national QA/I programme in Oman since 
its implementation in 2002 up to 2010. Based on the research aim, the following objectives 
have been proposed for this research:
8. To assess the National QA/I program against its objectives
9. To determine how QA/I program support and benefits providers
10. To determine how QA/I program support and benefits clients
11. To determine the successes in the applicability of the QA/I program
12. To find out the sources of deficiencies in this program
13. To discover the limitations in the applicability of QA/I program in PHC
14. To identify what kind of National Qualitymodel should be developed in order to guide 
Omani health care services organizations in quality management
5.1.2 EPISTEMOLOGY
Epistemology refers to the philosophical theory of knowledge, consisting of attempts to 
answer questions about how to find better ways of obtaining beliefs and critiquing beliefs 
people have aheady formed. People cannot value and analyze ideas without first having a 
system in which the information can be accepted and examined (Morton, 2003). Clark & 
Creswell (2008) argued that in epistemological terms, the issue of objectivity is silent, along 
with implications for the nature of the relationship between the researcher and the researched. 
It is important for the researcher to be involved in the communities affected by the service, 
program, or policy to significant degree in order to obtain depth of understanding. This 
epistemological assumption underscores the importance of an interaction link between the 
researcher and the participants with a sensitivity given to the impact of social and historical 
factors.
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Figure 5.0 Placing methodologies at the centre
Epistemology
I
Methodology
I
Methods
(Source: Clark & Creswell, 2008: 56)
Figure 5.0 shows that at the study of methodology had used to connect issues in epistemology 
with issues in research design, rather than separating the thoughts about the nature of 
knowledge from the efforts to produce it (Clark & Creswell, 2008).
5.2 EVALUATION RESEARCH
Patton (2002) defined program evaluation as the systematic collection of information about 
the activities, characteristics, and outcome of programmes to make judgments about the 
program, improve the effectiveness of program, or inform decisions about future 
programming. In addition, he argued that evaluation research can include any effort to judge 
or enhance human effectiveness through systematic data-based inquiry. When one examines 
and judges accomplishments and effectiveness, one is engaged in evaluation. When the 
examination of effectiveness conducted systematically and empirically through careful data 
collection and thoughtful analysis one is engaged in evaluation research.
Weiss (1972:1) described evaluation as elastic word that stretches to cover judgments o f  
many kinds”. Evaluation has been described by Scriven (1996) as a trans-discipline which 
only is logically necessary for all disciplines but is along with logic one of the only two 
disciplined processes that all the discipline share. Indeed, Rossi and Freeman (1989:19) 
acknowledged that ‘’'the approaches o f evaluation have utility many spheres o f  activity in 
which issues o f efficiency, effectiveness and impact are raised”. In fact. River & Glover
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(2000:134) stated that "'in the climate o f  fiscal change and accountability a method o f  
accounting fo r  quality has become paramount to the provision o f health care services"’ 
(McCoy &Hargie, 2001).
Additionally, Tyler (1942) is credited with being the pioneer of the objective based approach 
to evaluation, he theorised that as a pre requisite to evaluation, goals and objectives must be 
defined. Evaluation then measures whether these have been attained. Tyler’s approach 
represents an essential idea in evaluation which is the comparison of results with goals. 
However, Weiss (1972:40) defined the purpose of evaluation research as being "to measure 
the effects o f a program against the goals it set out to accomplish as a mean o f contributing 
to subsequent decision making about the program and improving future programming”. 
Thus, according to this definition, evaluation necessitates the use of research methodologies 
to measure the outcomes against recognized criteria for success. Similarly, Weiss agrees with 
Tyler that goals are necessary for evaluation and suggest that evaluation encompasses a 
learning philosophy, whereby findings are used to improve performance; although Weiss’s 
definition ignores process evaluation or evaluation of program’s implementation (McCoy 
&Hargie, 2001).
On the other hand, Scriven (1996: 401) gave a broader conceptualization when he described 
evaluation as “the study o f the merit, worth, or significance o f various entities"’. He 
questioned the efficacy of criteria-based evaluation and relegated the objectives to minimal 
importance. His philosophy calls for more emphasis on needs than on objectives. Thus, the 
evaluator ignores the program goals and investigates all effects of an intervention (McCoy 
&Hargie, 2001).
Since 1930s a number of alternative approaches to evaluation have emerged and each model 
reflected the evaluation requirement of its time: objective oriented evaluation by Tyler 1942; 
goal free evaluation by Scriven (1967), scientific approach by Campbell’s 1969, illuminative 
evaluation by Parlett and Hamilton (1977); utilization focused evaluation by Patton 1986 ; the 
responsive mode advocate by Cronbach et al (1980); fourth generation evaluation by Cuba 
and Lincoln (1989) and realistic evaluation by Pawson an Tilley (1997). However, out of all 
these evaluation models, they reflected the main trends in evaluation theory, they were: Tyler, 
Campbell and Cronbach et al (McCoy &Hargie, 2001).
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However, each model had its own advantages and critics and no one model of evaluation was 
correct and each had its own strengths and weaknesses and no one approach will suit all 
situations. In fact, Chelimsky (1995) identified a trend in evaluation whereby increasingly the 
emphasis in not so much on the qualities of a particular method as on using complementary 
approaches to support one another (McCoy &Hargie, 2001).
Bailey (1997) argued that evaluation research is designed to determine how the programme 
should be developed, designed and how an existing program is doing and what should be 
done. Thus, the results of evaluation will provide answers to the questions: what should we 
do? And how well are we doing. The first part is formative research and represents a 
collection of data or opinion that can be used to form a policy upon which to design the 
program. However, the second part is summative research in which an existing program and 
its policies are evaluated. It is usual to write the program objectives and collect evidence in 
form of data to determine whether the objectives are being met. These are essential if the data 
are to be used to evaluate the effectiveness of the program. Data can be gathered from 
different sources such as clients’ record, written policies and procedures, consumers, 
representatives from all levels of the program.
From the above mentioned definitions of evaluation, few important issues can be noted. First, 
there is a dichotomy between those researchers who consider goals hinder evaluation and 
those who instead give priority to the needs and characteristics of stakeholders. Second, 
evaluation is not restricted to retrospective analysis of program effects, rather it plays a role 
in the design, implementation and ongoing monitoring of the program. This gives 
significance to study the process as well as the outcome of the program. Finally, there is an 
apparent relationship between evaluation and decision making(McCoy &Hargie, 2001).
Additionally, Struening&Guttentag (1975) had proposed four requirements for an effective 
system of evaluation. The first one is a meaningful operational measures of success or failure, 
satisfactory to experts in the subject matters, of some proposed treatment applied to specified 
material under specified conditions; for example a medical standard of recovery or 
improvement in some condition. Second is some satisfactory design of expedients, tests, 
surveys of data already recorded. The design of study will include selections of samples, 
record of the duration and phases, procedures for carrying out the investigation and statistical
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control to aid the supervision of the investigation. The third is the methods for presentation 
and interpretation of the results that will lead to action different from the action that would be 
taken on the basis of the original data. Finally, some official or authorized principles to take 
action are required.
In many countries, evaluation has been tied to managerialism in attempts to improve 
economic productivity and the management of government and to control sectors of society 
such as the public professional sector. Additionally, Evaluation has taken various forms in 
different countries; in UK it is managerial evaluation and in United States it is a social 
science evaluation (House, 1993).
5.3 THE ART OF EVALUATION
Brown et al (1998) argued that implementing quality improvement requires careful planning. 
The team must determine the necessary resources and time frame and decide who will be 
responsible for implementation. It must also decide whether implementation should begin 
with a pilot test in a limited area or should be launched on a larger scale. A pilot project is 
merited if the solution requires substantial resources or if there is considerable uncertainty 
about the solutions potential effectiveness.
Additionally, the team should select indicators to evaluate whether the solution was 
implemented correctly and whether it resolved the problem it was designed to address. In- 
depth monitoring should begin when the quality improvement plan is implemented. It should 
continue until either the solution is proven effective and sustainable, or the solution is proven 
ineffective and is abandoned or modified. When a solution is effective, the teams should 
continue limited monitoring. Teams should modify solutions as needed and should fully 
document results and lessons learned. Once the solution has proved to be effective, program 
managers should codify and disseminate the new process so that others can leam from the 
experience. The QA team should also make plans to identify a new problem, either through a 
team process or through data generated by an existing monitoring system (Brown et al, 1998).
However, Colton (2000) emphasized that QI developed as an approach to measurement, 
performance improvement, and decision making, independent from the development of
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evaluation as a profession and discipline of systematic inquiry. For example, QI has its roots 
in systems engineering and the study of organizational behavior, whereas evaluation 
developed as a way of understanding and improving educational and human service 
programs. Some of the methodologies used in QI derived from the work of industrial 
engineers, whereas evaluation has adopted the approaches used in anthropology, sociology, 
and psychology.
Thus, QI is becoming the primary means of evaluating processes and outcomes in health care 
organizations, and QI and evaluation share complementary objectives; it is appropriate to 
consider the impact that QI has on evaluation in the health professions (Colton, 2000).
QI provides evaluators with additional tools and approaches to conducting health evaluation; 
as a discipline, evaluation has been dominated by quantitative and qualitative analytical 
methods, such as experimental designs, quasi-experimental designs, surveys, and case 
studies. QI can add to the evaluator’s toolbox of methods for conducting formative and 
summative evaluation. These include a number of approaches for management decision 
making, client involvement, and analysis of program/activity components, such as flowcharts 
to identifyprogramme components and run charts to measure productivity (Colton, 2000).
On the other hand, evaluators can provide health care organizations with additional tools and 
approaches for examining and improving health services; QI is essentially a process of 
internal evaluation, with emphasis on an a priori model for data collection and analysis, for 
example, use of customer satisfaction surveys, flowcharting, and SPC. However, reliance on 
measurable indicators and quantitative analysis may cause a number of limitations, including 
the following: not all processes are linear, nor are they easily articulated; reliance on 
flowcharting may limit the use of other approaches for identifying and describing the 
components of a service or programme; dedication to an a priori method of data analysis may 
limit the type of data collected, and data may be generated that may or may not be relevant to 
the goal of QI; this contrasts with evaluation designs, in which the type of data to be collected 
and the method of data analysis stem from the evaluation questions and where data analysis 
may be based on quantitative or qualitative methods or a combination of both; emphasis on 
the use of one primary form of data analysis, such as SPC, may suggest to service providers 
that variation is the sole cause of quality problems; reliance on customer perceptions may or
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may not reflect the essential elements of quality in the provision of health care services. For 
example, an attempt to reduce the amount of time it takes to complete the hospital admission 
process may increase patient satisfaction, but it will probably not have a significant impact on 
clinical outcomes (Colton, 2000)
Highlighting these limitations, the field of evaluation can provide healthcare organizations 
with a broader perspective of the QI process and thetools to carry out QI initiatives, by 
providing alternative approaches to evaluation and decision making. Moreover, Colton(1997) 
argued that qualitative research methods, involving content analysis of interviews with key 
service providers, can be an effective approach to obtaining and using information to improve 
a process (Colton, 2000).
QI provides evaluators and health care organizations with new standards on which to base 
health evaluations. In recent years, the emphasis on QI has encouraged some health care 
organizations to look beyond and to avoid accreditation for another form of quality review. 
The most notable example is that of American Legion Hospital in Crowley, Louisiana, which 
discontinued its participation in the Joint Commission accreditation process and instead 
engaged in a voluntary auditing process based on quality standards disseminated by the 
International Organization for Standardization (ISO). The IS09000 standards establish basic 
rules for quality systems, whether for the production of goods or delivery of services. For 
example, if the standards require that medical equipment be calibrated, the healthcare 
organization should be able to demonstrate the measurement process it uses to monitor 
calibration, the results it obtains, and the actions taken to correct variation (Colton, 2000).
In terminating its relationship with Joint Commission, American Legion Hospital saved the 
$100,000 it paid the Joint Commission to conduct its survey. In addition, hospital managers 
believe that the steps needed to meet the ISO 9000 standards improved efficiency and 
cooperation between departments. The hospital applied the standards to a broad array of 
diagnostic and treatment services, such as surgery, obstetrics, psychiatry, and emergency 
services, as well as radiology, clinical laboratory, respiratory therapy, and physical therapy. 
Even though some have questioned the wisdom of this decision, the IS09000 standards and 
the auditing process to meet those standards can provide both health care organizations and
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evaluators with new tools to implement QI initiatives (Babwin, 1998; Zaunbrecher, 1996 as 
cited in Colton, 2000).
Additionally, various techniques have been developed to measure and/or describe both 
objective and subjective aspects of quality; from investigation of complaints (Fooks, Rachilis, 
& Kushner, 1990), for example, to routine audits. In their review of quality assessment in 
primary care, Longo and Daugird (1994) found that most assessments of care originated from 
observations. Popular from the 1950s through to the 1980s, observation gave way to 
considerations of implicit and explicit criteria used to assess, in most cases, medical records 
which comprised a retrospective view of care. Since 1990, Longo and Daugird noted 
advancements in assessment of primary care through the use of patient perception data 
relative to health status and satisfaction, use of computerized prompting systems, and the 
application of continuous quality improvement techniques used in industry. Just as there are 
different perspectives on quality, so there are different ways of assessing quality. These 
include provider-focused, structure/process/outcome-focused, and client-focused assessments 
(Howard, 2000).
5.3.1 PROVIDER-FOCUSED ASSESSMENT
Clinical practice guidelines(CPGs) outline predetermined standards of practice that best 
assure quality patient outcomes, and are particularly appropriate for primary care 
settings(Worrall et al 1997). CPGs can assist health care professionals in making decisions 
about appropriate care for specific clinical conditions. In addition, it appears that growing 
numbers of practitioners are using CPGs, possibly due, in part, to a rapid expansion of 
scientific knowledge, growing awareness of practice variation, and expanding commitment to 
quality of care and quality improvement(Benbassat&Taragin, 1998; Walters & Morgan, 
1995). Consequently, CPGs are a frequent component of provider-focused assessments of 
quality(Howard, 2000).
Furthermore, a meta-analysis has conducted and indicated that a large proportion of locally- 
instituted guideline programs have successfully influenced medical practice (Grimshaw,
1993). For example, CPGs have been associated with reduced duration of hospital stay for 
patients with chest pain (Weingarten et al, 1994). The CPG intervention decreased the 
patients’ length of stay from 3.5 to 2.6 days reducing costs per patient by $1,397. No
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significant difference in complications, patient health status, or patient satisfaction, whether 
immediate or one month after hospital discharge, was reported (Howard, 2000).
While there is a general belief that CPGs result in better outcomes for patients, not all 
providers would agree with this. According to Worral et al.(1997), there is little evidence that 
the use of CPGs improves patient outcomes in primary medical care. Other studies have 
similarly suggested that while CPGs may be well-received by primary care practitioners, in 
practice their effects may be short-term or insignificant (Lia-Hoagberg et al, 1999); Thompson 
et al., (2000). Further research is required to determine whether newer CPGs and 
dissemination methods have a positive effect on patient care (Howard, 2000).
Besides CPGs are often quite narrow in their focus quality assurance, on the other hand, can 
be viewed more broadly as a cycle of planning and evaluation for improvement and 
implementation of remedial actions(Benbassat and Taragin, (1998). In fact, there has been no 
shortage of trends in monitoring quality of care over the last decade (Greenberg and Lezzoni, 
(1995) requiring significant investments in time, training, money and leadership (Calkins et 
al, 1995). Provider-based assessment ft*ameworks continue to be popular, coming into vogue 
indifferent configurations such as “outcomes management,” “physician profiling,” 
“continuous quality improvement” (CQI), “benchmarking,”“indicators,” “severity 
measurement,” “appropriateness,” and “total quality management” (Howard, 2000).
CQI, for example, has received some support in human services industries such as health. 
Wagar and Rondeau (1998) have argued that health care organizations can successfully 
implement CQI programs only when: leadership takes an active and visible role as a true 
champion for quality; there is an empowered workforce that is truly customer-oriented and 
customer-centered; operating structures are aligned to reinforce quality improvements; and 
the organizational culture stresses change, learning and personal growth (Howard, 2000).
Occasionally the motives for the implementation of quality improvement measures may be 
misplaced. Berwick (1996) noted that in many service delivery organizations, exhortation, 
training and disciplinary measures are all instituted in the name of error prevention, rather 
than in improving the quality of the system (Howard, 2000).
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5.3.2 STRUCTURE, PROCESS, AND OUTCOME-FOCUSED ASSESSMENT
Donabedian (1980) formulated a three-pronged framework for assessing: structure, process 
and outcome as mentioned in Chapter 2. Structure describes the characteristics of the care 
setting, process describes all aspects of providing or receiving care services, either technical 
or interpersonal, and outcomes describe the effects of care on the health status of patients and 
populations. Outcome measures can include mortality, complications, physical functioning, 
psychological functioning, knowledge, or sense of well-being (Howard, 2000).
In addition, the assessment of care is direct through examination of processes, and indirect 
through the examination of structures and outcomes. The underlying assumption of 
structure/process/outcome-focused assessments is that good structure increases the likelihood 
of good process, and that good process increases the likelihood of good outcomes (Howard, 
2000).
The relationship of structure to quality of care is indirect and ""increases or decreases the 
probability o f good performance’' (Donabedian, 1980: 82).Building design, equipment, size, 
financing, and other features of the environment potentially influence performance. Processes 
can be assessed directly since assessment is the assessment of normative behaviour between 
practitioners and between practitioners and clients. There are two dimensions to assessing the 
process of care as it relates to practitioner performance. One dimension is the technical care 
element where the application of scientific and technological knowledge and judgment of 
selecting an appropriate strategy and then implementing it correctly and appropriately to 
maximize benefits. Technical care is judged in comparison to best practice (Howard, 2000).
The second dimension is interpersonal care i.e. the process of communication between 
physician and patient and on which technical care is implemented and to which its success 
relates. Interpersonal care is a judgment of the extent to which care conforms to the 
individual and social values, norms, expectations and aspirations placed on the relationship 
between the care provider and the care receiver. Interpersonal processes must meet individual 
and social expectations and standards of privacy, confidentiality, informed choice, concern, 
empathy, honesty and sensitivity. In Donabedian’s (1980) words, much of what called the art 
o f medicine consists in almost intuitive adaptations to individual requirements in technical 
care as well as in the management of the interpersonal process (Howard, 2000).
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The interpersonal process is the vehicle by which technical care is implemented and on which 
its success depends. Therefore, the management of the interpersonal process is to a large 
degree tailored to the achievement of success in technical care. While health outcomes can be 
directly observable, they are not in and of themselves direct measures of quality. Changes in 
health status, either positive or negative, are not necessarily attributable to the care provided 
until all other possible causes are eliminated (Donabedian, 1980 as cited in Howard, 2000).
As stated, in Donabedian’s (1980) view, the quality of technical care is proportionate to its 
effectiveness i.e. usually considered in terms of improving health status, but measuring 
interpersonal aspects is more difficult since few measurements exist and there is much 
variation in the preferences and expectations of individual patients. Monetary costs also 
influence assessment of quality. Inefficiency is judged by the degree to which expected 
improvements in health are achieved in an unnecessarily costly manner. In practice, lower 
quality and inefficiency coexist because wasteful care is either directly harmful to health or is 
harmful by displacing more useful care (Donabedian, 1988:1745 as cited in Howard, 2000).
The following essential questions need to be addressed before assessment of quality is 
undertaken: Who is being assessed? What activities are being assessed? How are these 
activities supposed to be conducted and what are they meant to accomplish? These essential 
questions helped to refine Donabedian’s (1990) more explicit definition of quality health care 
that included seven attributes, or “pillars”: Efficacy: the ability of the care, at its best, to 
improve health; Effectiveness: the degree to which attainable health improvements are 
realized; Efficiency: the ability to obtain the greatest health improvement at the lowest cost; 
Optimality: the most advantageous balancing of costs and benefits; Acceptability: conformity 
to patient preferences regarding accessibility, patient practitioner relation, the amenities, the 
effects of care, and the cost of care; Legitimacy: conformity to social preferences concerning 
all of the above and Equity: fairness in the distribution of care and its effects on health 
(Howard, 2000).
In their elaboration of Donabedian’s fi*amework, Longo and Daugrid (1994) suggested that in 
a primary care context the assessment framework should also include dimensions of primary 
care such as accessibility, availability, accountability, comprehensiveness, coordination, and
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continuity. Also, they added the dimensions of acute self-limited, acute serious, chronic, 
health maintenance, and pregnancy to Donabedian’s assessment framework (Howard, 2000).
5.3.3 PATIENT/CLIENT SATISFACTION FOCUSED ASSESSMENT
Patient or client satisfaction focused assessments of quality suggest that self reported 
perceptions of caring relationships between client and staff, competent care, being treated 
with respect and dignity, and continuity of service provision are important aspects of quality 
of care. In this view, patients’ frameworks in assessing quality are no longer ignored 
(Howard, 2000).
Recently, health care professionals are pointing increased importance to patients’ assessment 
of quality of care to the point where patient/client satisfaction is being studied, measured, and 
prioritized in budgets (Laine & Davidoff, 1996). Much of the support for input from clients is 
based on an argument that the most important predictors of satisfaction of quality of care are 
the outcomes of the health care experience itself. That is, the patients’ levels of satisfaction 
with medical outcomes and access to carewhen needed are measures of quality health care 
(Jatulis et al(1997) as cited in Howard, 2000).
On the other hand, Berwick (1997) believes the emphasis on client satisfaction and efficiency 
indicators has arisen from approaches to quality management imported from industry. The 
Health Insurance Experiment of the 1980s, for example, demonstrated that the best way to 
measure certain elements of quality of care (e.g., functional status, pain, emotional well­
being, social and role functioning) was to ask patients directly (often through questionnaires 
or interviews). Others have suggested that several forces act to promote the acceptance of 
patient perceptions as a measure of the quality of health care including: increasing
competition in health care and the emergence of managed care; concerns about the effects of 
cost-containment policies on access and quality; application of industrial-based models of 
CQI to health care, and involvement of social scientists in health services research (Howard, 
2000).
While a trend toward using patients’ perceptions to rate the quality of health care continues, 
Rosenthal and Shannon (1997) suggest that further understanding needs to be developed
131
concerning the sensitivity of patient perceptions as a means of discriminating important 
differences across delivery systems; the development of standardized methods to measure 
patients’ perceptions that are less burdensome for patients and less costly to administer; 
optimal ways of presenting patient perceptions to health care providers and decision makers; 
ethno-cultural issues in the measurement of patient perceptions, and the expense and 
reliability of patient perception as opposed to physician peer reviews or reviews of medical 
records (Rosenthal and Shannon, 1997 as cited in Howard, 2000). Thus, enhanced 
understanding may avoid channeling patients’ concerns into categories defined by providers 
(Avis et al, 1997). Even so, some doubt patients’ abilities to measure the technical quality of 
care at all(Carson et al. (1998); Tucker and Munchus, (1998 as cited in Howard, 2000). 
Additionally, a study of evaluation of structure and provision of PHC in Romania (WHO- 
EURO, 2012)
It can be seen that fi"om the above literature discussion that there are different schools of 
evaluation used and there are different methodological approaches for evaluation in health 
care industry. However, in this research, the researcher will use different approaches of 
evaluation and the methodology will be mixed methods i.e. quantitative and qualitative 
research methods and the approach to the research question and the objectives will show that 
triangulation has be taken.
5.4 MIXED METHODS RESEARCH
The quantitative and qualitative paradigms have roots in 20th-century philosophical thinking 
(Creswell, 1994). They were intertwined that a study of quantitative research is nearly 
impossible without mentioning both qualitative and quantitative methods (Fierro, 2004).A 
quantitative research methodology is suitable where quantifiable measures of variables of 
interest are feasible, where the hypotheses can be formulated and tested and inferences drawn 
fi-om samples to the wider population. In comparison to qualitative research, this is 
appropriate when the phenomena under the study are complex and social in nature which 
does not lend them to quantification (Liebscher, 1998; cited in Fierro, 2004).
There are some dimensions to understand the assumptions of each paradigm. First, the 
epistemology assumption shows the relationship between the researcher and that researched. 
For a quantitative approach the researchers should remain distant and independent of the
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subject being researched. On the other hand, using the qualitative method the researchers 
interact with those they study. Second is the ontological issue where the quantitative research 
views reality as objective that can be measured by using instruments such as questionnaires 
(Creswell, 1994). Thus, the research findings will be applied to more than one population 
which increases the generalizability of the research.
The validity and rigorousness of qualitative research have been suspected due to the reality of 
its subjective (Fierro, 2004). Green and Britten (1998) argued that qualitative research results 
give rigorous accounts of treatment regimens in everyday circumstances. Interviewing in 
qualitative research is regarded as a flexible and a powerful tool. It helps practising clinicians 
to investigate research questions of immediate relevance to their work (Britten, 1995).
The final assumption is the axiological issue of the role of values in a research. In a 
quantitative study the values of the researchers are kept out of the research. In contrast, in a 
qualitative study the researchers admit their values and biases. From all the above-mentioned 
assumptions, the methodology assumption has emerged. It is the entire process of the study. 
The methodology in quantitative research uses deductive form of logic where the theories and 
hypothesises are chosen. Conversely, in qualitative study the methodology uses inductive 
logic (Creswell, 1994). Table 5.0 shows the differences between quantitative and qualitative 
research methodologies.
Table 5.0 Qualitative and Quantitative research
Qualitative Quantitative
Social theory Action Structure
Methods Observation, interview Experiment, survey
Question What is X? (Classification) How many Xs? (Enumeration)
Reasoning Inductive Deductive
Sampling method Theoretical Statistical
Strength Validity Reliability
Source: (Greenhalgh, 2001: 168).
133
Table 5.0 shows the differences between quantitative and qualitative research
Furthermore, research methodology can be broadly divided into quantitative and quantitative 
approaches (Corbetta, 2003). In quantitative approach, the researcher seeks to analyse data 
which is presented in numerical form. On the other hand, a qualitative approach does not 
involve counting or dealing with numbers, but based more on information expressed in 
words, descriptions, accounts, opinion and feelings (Bechhofer, Paterson 2000). Additionally, 
quantitative research methodology is suitable where quantifiable measures of variables of 
interest are feasible, where the hypotheses can be formulated and tested and interferences 
drawn from samples to the wider population. In contrast, qualitative research is appropriate 
when the phenomenon under the study is complex and social in natures that do not lend them 
quantification (Liebscher, 1998; cited in Fierro, 2004).
Glenn (2010) went deeper than just considering the way data were presented. He identified 
the differences between qualitative and quantitative research as follows: the qualitative 
research is largely exploratory which means hypothesis- generating; while quantitative 
research is focused on testing hypothesis. Secondly; qualitative research is more speaks to 
content validity (i.e. measure what a researcher think they measure. Unlike quantitative 
research, which leads to measurement or other kinds of analysis involving applied 
mathematics, qualitative data cannot always be put into context that can be graphed or 
displayed as mathematical term. Moreover, the qualitative data may be used to generate 
additional variables to be included and maybe useful to explain puzzling quantitative results. 
Qualitative data is also useful in policy and evaluation research, where understanding why 
and how certain outcomes were achieved is as important as establish what those outcomes 
were.
Green and Britten (1998) argued that qualitative research results give careful accounts of 
treatment regimens in everyday circumstances. As a result interviewing in qualitative 
research is considered as a flexible and powerful tool. It helps researchers to investigate 
research questions of immediate relevance to their work (Britten, 1995).
In a qualitative study the researchers admit their values and biases. The methodology in 
quantitative research uses deductive fi*om of logic where the theories and hypothesise are
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chosen. Conversely, in qualitative study the methodology uses inductive logic (Creswell,
1994). Piergiorgio Corbetta, (Translated from the Italian by Bernard Patrick, 2003:37) has 
also produced a table shows the differences between quantitative and qualitative research 
methodologies from different aspects including research planning, data collection, data 
analysis and production of results.
Table 5.1 Comparison between quantitative and qualitative research
Q uantitative research Q ualitative research
Research planning
Theory-research
relationship
Structured; logically sequential phases Open, interactive
Deduction (theory precedes observation) Induction (theory emerges from observation
Function of the 
literature
Fundamental in defining theory and hypotheses Auxiliary
Concepts Operationalized Orientative, open, under construction
Relationship with the 
environment
Manipulative approach Naturalistic approach
Psychological 
researcher- subject 
interaction
Neutral, detached, scientific observation Empathetic identification with the perspective of the 
subject studied
Physical researcher- 
subject interaction
Distance, detachment Proximity, contact
Role of subject studied Passive Active
Data collection
Research design Structured,closed,precedes research Unstmctured ,open , constructed in the course of 
research
Representativeness Statistically representative sample Single cases not statistically representative
Recording instrument Standardized for all subjects. Objective: data- 
matrix
Varies according to subjects ‘interests. Tends not to 
be standardized
Nature of the data “Hard” objective and standardized (objectivity 
vs. subjectivity)
“Soft” rich and deep (depth vs. superficiality)
Data analysis
Object of the analysis The variable (analysis by variables , impersonal) The individual (analysis by subjects)
Aim of the analysis Explain variation (‘variance’) in variables Understand the subjects
Mathematical and 
statistical techniques
Used intensely Not used
Production of results
Data presentation Tables (relationship Perspective) Extracts from interviews and texts (narrative 
perspective)
Generalizations Correlations, Causal models. Laws, Logic of 
causation
Classifications and typologies. Ideal types. Logic of 
classification
Scope of results Generalizability Specificity
Source: (Piergiorgio Corbetta, Translated From the Italian by Bernard Patrick, 2003:37)
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Table 5.1 shows the differences between quantitative and qualitative research methodologies 
based on four aspects including research planning, data collection, data analysis and 
production of results.
5.5 TRIANGULATION
Denzin(l 978:291) defined triangulation as the “combination o f methodologies in the study o f  
the same phenomenon". Multiple viewpoints allow for greater accuracy. Likewise, 
organizational researchers can improve the accuracy of judgments by collecting different 
types of data bearing on the same phenomenon. However, there is another meaning for 
triangulation, Denzin 1965:301 called it the within -  method that uses multiple techniques 
within a given method to collect and interpret data. It essentially involves cross checking for 
internal consistency or reliability, while between-method triangulation tests for the degree of 
external validity (Clark & Creswell, 2008).
Clark and Creswell (2008) argued that all mixed methods designs use triangulation technique. 
These triangulation techniques develop form the pioneer work of Campbell and Fiske (1959) 
and followed by the work of Denzin (1978) who described four types of triangulation 
methods such as data triangulation, investigator triangulation, theory triangulation, and 
methodological triangulation.
Patton (2002) described the four types of triangulation that can contribute to verification and 
validation of qualitative analysis: methods triangulation, that check out the consistency of 
finding generated by different data collection methods; triangulation of source, that check out 
the consistency of data collection sources within the same method; analyst triangulation by 
using different analysts to review the findings; and finally, theory/perspective triangulation 
that uses multiple perspectives of theories to interpret data.
Creswell (1994) used distinctions in defining the four methods design. The first one is 
sequential studies where the researcher first conducts a qualitative phase of a study and then a 
quantitative phase or vice versa, thus the two phases are separate. The second one is parallel 
or simultaneous studies where the researcher conducts the qualitative and quantitative design 
at the same time. The third one is equivalent status design when the researcher conducts the
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study using both the quantitative and the qualitative approaches about equally to understand 
the phenomenon under study. Finally, dominant-less dominant studies where the researcher 
conducts the study within a single dominant paradigm with a small component of the overall 
study drawn from an alternative design. However, Clark and Creswell (2008) defined a fifth 
type of mixed methods which is design with multilevel use of approach where the researcher 
uses different types of methods at different levels of data aggregation. Similarly, Miller and 
Crabtree (1994) presented tools for multi-method clinical research that closely resembled 
Creswell’s work as follows: concurrent design that is analogous of parallel/simultaneous 
studies; nested designs which is analogous to dominant less dominant studies; sequential 
designs that is analogous to sequential studies and combination designs which is combination 
of the above mentioned designs options (Clark and Creswell, 2008).
Furthermore, by using triangulation and blending and integrating different data and methods, 
may be seen as a continuum that ranges from simple to complex designs. Thus, triangulation 
can be something other than scaling, reliability and convergent validation. It can also capture 
more complete holistic and contextual portrayal of the units of study. That is, triangulation 
may be used not only to examine the same phenomenon from multiple perspectives but also 
to enrich the understanding by allowing for new or deeper dimensions to emerge (Clark & 
Creswell, 2008).
Additionally, the effectiveness of triangulation rests on the premise that the weakness in each 
single method will be compensated by the counter-balancing strengths of another. It is 
assumed that multiple and independent measures do not share the same weakness or potential 
bias (Rohner 1977:134). Nonetheless, it has always observed that each methods has assets 
and liabilities, triangulation purports to exploit the assets and neutralize rather than 
compound the liabilities (Clark & Creswell, 2008) as shown in Figure 5.1 below.
Figure 5.1 Continuum of Triangulation Design
Scaling ... Reliabilitv .... Convergent Validation... Holistic or contextual description 
Simple design Complex design
Source: Clark & Creswell, 2008:109
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Figure 5.1 above illustrates the continuum of triangulation design
In addition, Brannen (1992) argued that the context within which the integration of 
quantitative and qualitative research is most frequently encountered is in terms of 
triangulation. The notion of triangulation is drawn from the idea of multiple operationalism 
which suggests that the validity of findings and the degree of confidence in them will be 
enhanced by the deployment of more than one approach to data collection. The multi-method 
was an early attempt to induce social scientists to reduce their reliance on single method 
measures of concepts.
5.5.1 CRITICISMS OF TRIANGULATION
A common misunderstanding about triangulation involved thinking that the purpose is to 
reveal that different data sources or inquiry approaches yield fundamentally the same results. 
Nevertheless, understating inconsistencies in finding across different kinds of data can be 
illuminative and significant. The inconsistencies should not to be viewed as causing the 
credibility of results, but rather as offering opportunities for deeper insight into the 
relationship between inquiry approach and phenomenon under study (Patton, 2002).
Clark and Creswell (2008) further described the deficiency of the triangulation strategy. First, 
replication is exceedingly difficult. They argued that replication has been absent largely from 
most organisational research; however it is usually considered to be an essential step in 
scientific progress i.e. qualitative methods in particular are problematic to replicate. Second, 
multi-methods are of no use with the wrong question. Hence, if the research is not focused 
theoretically or conceptually, then all methods in the world will not produce satisfactory 
outcome. However, sometimes one method’s way is stronger and appropriate but this needs 
to be carefully justified. Otherwise, the purpose of triangulation is weakened. Finally, 
triangulation may not be suitable for all research purposes i.e. time costs may prevent its 
effective use.
On the other hand, triangulation has vital strengths and encourages productive research. It 
intensifies qualitative research methods to their deserved reputation and demonstrates that 
quantitative methods can and should be utilized in harmonizing manner. Additionally,
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triangulation demands creativity from its user originality in collecting data and insightful 
interpretation of data(Philips, 1971:175 as cited in Clark & Creswell, 2008.
5.6 SUMMARY
This chapter highlighted the epistemology of this research. The research questions and the 
main objectives of this research were presented. The evaluation research and different 
schools of evaluation research were discussed. This chapter also focused on the mixed 
methods techniques and the strategy of triangulation. The information presented can assist the 
researcher in understanding the benefits and limitations that each paradigm can offer. The 
next chapter will discuss the research design in depth.
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Chapter 6
Research Methodology 2 
Research Design
6.0 INTRODUCTION
The aim of this chapter is to provide a detailed explanation of the research methodology 
design used in this study. The methodology describes the research design based on the 
research question and involves the theoretical framework for this study. Then sampling 
design and size, data collection method and data analysis plan are discussed. The final section 
involves ethical considerations and the fieldwork.
6.1 RESEARCH QUESTION AND OBJECTIVES
As mentioned in Chapter 5, the review of the literature has identified the main objectives of 
the national QA/I programme in Oman (chapter 3 section 3.17) and the national quality 
policy (Chapter 3 section 3.18). Although, the evaluation of PHC services and quality 
services have been extensively studied worldwide, limited evidence exists about these in 
Oman. In this research the question to be answered was: Will the national QA/I programme 
in Oman primary health care improves the service delivery and the quality o f carel
Locke et al (1987; cited in Creswell, 1994: 57) stated that the purpose statement should 
provide “a specific and accurate synopsis of the overall purpose of the study”. The main aim 
of this study was to evaluate the effectiveness of the national QA/I programme in Oman since 
its implementation in 2002 up to 2010. Based on the research aim, the following objectives 
have been proposed:
• To assess the National QA/I program against its objectives
• To determine how QA/I program support and benefits providers
• To determine how QA/I program support and benefits clients
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• To determine the successes in the applicability of the QA/I program
• To find out the sources of deficiencies in this program
• To discover the limitations in the applicability of QA/I program in PHC
• To identify what kind of National Quality model should be developed in order to guide
Omani health care services organizations in quality management.
6.2 RESEARCH DESIGN
Gray (2009) recognizes a research design as an overarching plan for the collection, 
measurements and analysis of data. It tends, therefore, to describe the purpose of the study 
and the kinds of questions being addressed, the techniques to be used for collecting data, 
approaches to selecting samples and how the data are going to be analysed.
From the literature review it can clearly be seen that the secondary data on QA/I program 
exists in Oman. However, the information does not reflect the impact of the program on the 
services providers, stakeholders or end users. Hence, diverse data needed to be collected 
using a mixture of qualitative and quantitative methods where primary data will be collected 
and analyzed after the secondary data collection.
Recently, the mixed method research has been increasingly agreed as the third major research 
approach after the quantitative and qualitative approaches. It described as a tool for collecting 
and analysing both qualitative and quantitative data in a single study in which the data were 
collected concurrently or sequentially were given a priority and involved the integration of 
data at one or more stages in process of research (Gray, 2009).
Using the multiple methods will simultaneously generalize ft"om a sample population and to 
gain a richer, contextual understanding of the phenomenon being reached. While quantitative 
research will allow to identify relationships between variables and to make generalizations. 
The qualitative research, on the other hand, is more appropriate because it is capable of 
analysing concrete cases in their "temporal and local particular" and starting from people's 
expression and actions embedded within a local context (Gray, 2009).
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In general, this study will utilise both quantitative and qualitative approaches and uses more 
than one method to collect data. In this research the finding of the quantitative study will be 
used to develop the qualitative stage. By that, the quantitative survey will be used to identify 
groups of respondents with strongly contrasting views about a subject. Questionnaire and 
interviews studies will be used. The combining of both approaches can be used to triangulate 
data and overcome the weaknesses, biases and limitations of using just one of method 
technique. Mixed method or using more than one method of data collection in the study is 
underpinned by the principle of ‘Triangulation’ the employment of more than one source of 
data to the study aiming to enhance confidence in finding (Miller et al, 2010).
However, triangulation was suitable for this study because of the nature of the problem under 
investigation. In this study, the quantitative data was adopted first to include the views of 
different selected individuals. Such data was then used to follow up qualitative interviews to 
gain an in-depth understanding of how effective the current QA/I program from providers 
points of view (Gray, 2009). In general, once the data collecting methods have been selected, 
the sampling procedure was put in place and the number of individuals that required 
providing the best needed information was carefully determined.
Cohen et al(2006) argued that one approach for evaluating quality improvement and practice 
change in primary care settings involves combining quantitative methods with qualitative 
approaches that involve intensive, in-person observation and interviewing members of 
primary care practices over time (Cohen et al., 2004). These multi-method evaluations 
involve direct practice observation and tend to focus on evaluating one intervention 
conducted in a number of practices in a fairly small geographic area. Results provide detailed 
insights about how to foster practice change and institute improvement in such settings.
Therefore, as Oman is considered as a small country, the number of individuals that were 
selected to participate in the research methods was smaller. The key idea of such selection 
was to provide detailed views of the research.
Quantitative research designs are either descriptive (subjects usually measured once) or 
experimental (subjects measured before and after a treatment). A descriptive study only finds 
relationships between variables (Hopkins, 2000). Descriptive designs are designed to gain
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more information about a particular characteristic within a particular field of study. There is 
no manipulation of variables and no attempt to establish causality (Neill, 2003). Quantitative 
data in terms of frequencies mean and standard deviations become essential for descriptive 
studies (Sekaran, 2003).
6.3 DATA COLLECTION METHOD
Data can be obtained through primary and secondary sources (Walliman, 2006). In this 
research, primary data were collected through a personally administered questionnaire and 
interviews. Figure 6.0 shows the research methodology.
Figure 6.0The research methodology
Primary data
Primary data
Questionnaire
Interview
Research Main 
Objectives
o assess the National QA/I 
program against its objectives
To detennine how  Q A/I program  
supports and benefits providers.
To detennine how  QA/1 program  
supports and benefits clients.
To detennine the successes in the 
applicability o f  the QA/I program.
To find the sources o f  
deficiencies in this program.
To discover the limitations in the 
applicability o f  the QA/1 program  
in PHC.
o identify what kind o f  National 
Quality m odel should be 
developed in order to guide 
Omani health care services in 
quality 143
Figure 6.0 above shows the research methodology used in this study. It can be seen that 
different methods techniques were used to reach the research objectives outlined at the 
beginning of this survey.
6.4 RESEARCH STAGES
After reviewing the literature, the researcher started revising the existing information about 
the national QA program in Oman. However, the methodology in this research was 
conducted in 3 stages. Stage 1 entailed the collection of secondary data and all documents 
related to QA/I program. Stage 2 consisted of the questionnaire survey. Stage 3 involved the 
interview survey.
Figure 6.1 Research stages
stage 3:interviEW survey
stage 3: Questionnaire suivey
stage 1: secondaiydata analysis
formulation of research 
question/aim/objecltves
literature seami
Figure 6.1 shows the three stages of methodology used at this research.
6.5 DATA COLLECTION METHOD
Data can be obtained through primary and secondary sources (Sekaran, 2003). In this 
research, primary data was collected through a personally administered questionnaire and 
semi structured interviews. However, the secondary data were obtained through a search 
strategy and document analysis that will be mentioned below.
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6.5.1 SECONDARY DATA COLLECTION
According to Sekaran (2003: 63) a literature survey is “the documentation of a 
comprehensive review of the published and unpublished work from secondary sources of data 
in the areas of specific interest to the researcher”. The use of secondary data is required as a 
background for the study. Blaxter et al (2001) illustrate the main advantage of using this kind 
of data, where it has not been produced for the specific purposes of social research; for that 
reason, it can be basis of a form of unobtrusive inquiry.
In this study the literature review was obtained through a search in books, journals, previous 
dissertations and using the electronic e-joumals and databases of the University of Surrey 
library i.e. Medline, EBSCO and Science Direct. Other electronic search engines were also 
used such T Google, scholar ’. The search terms used were: Quality management, primary 
care, quality improvement. The search terms were elaborated by adding evaluation, 
assessment.
According to Green &Thorogood (2009), it is not always to collect new primary data for 
research and using existing documents can be an efficient use of resources for many 
qualitative questions. Examples of documentary resources are public records, research 
publications, archived research data and mass media sources. Additionally, documentary 
resources can be analysed from a number of qualitative perspectives. However, the 
advantages and disadvantages of documentary resources are summarised in Table 6.0 below.
Table 6.0 The Advantages and disadvantages of documentary resources
Advantages Disadvantages
Their abundance and availability
In some research, document might be the 
only source of information
Researcher preference: as some
researcher may be comfortable with 
document more than interviewing
Costs of retrieving existing information 
are less than producing new one.
Ethical approval is not required as public 
resources are usually approved ethically.
The researcher is limited to what is 
available and accessible
Data collected for one purpose might be 
difficult sometime to answer a different 
research question
The researcher has no control or 
knowledge how the data were collected.
Threats to reliability
Threats to validity
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Sources: Green & Thorogood(2009)
Table 6.0 shows the a advantages and disadvantages of documentary resources
In this research, secondary data on QA/I program were collected from different sources such 
as the electronic system (A1 Shifaa) in PHC, the PHC registers at the health centres, statistical 
information collected from the Health Information section at the Directorate General of 
Health Services in Muscat Govemorate, as well as from the Quality Management section in 
Muscat. The secondary data collected were : Human Resources at PHC, training and 
qualifications of staff, QA documentations and the approved PHC policies; PHC indicators 
such as out-patients visits, common morbidities, utilizations of services, electronic referral 
system, patients flow at different services and top management review meeting (TMR); cost 
of service delivery, the outcome of diabetic care management, outcome of the seventh fifth 
year plan indicators and results of satisfaction surveys for both staff and clients. The 
timeframe of data collected covered the period from 2002 i.e. since the start of 
implementation of QA/I system at PHC in Oman up to 2010.
6.5.2 PRIMARY DATA COLLECTION
The primary data in this research were collected using both questionnaire and interview 
surveys. Both methods will be discussed in detail in the following section.
6.6 QUESTIONNAIRE DEVELOPMENT
Data collection methods are an essential part of a research design. There are several methods 
to collect data where each method carries its own advantages and disadvantages. 
Questionnaires have been chosen for this research. When the researcher knows precisely 
what is required and how to measure the variables of interest, questionnaires are an efficient 
data collection instrument. An efficient way to collect data when the research is confined to a 
local area and the organization is willing and able to assemble groups of employees to 
respond to questionnaires is a personally administered questionnaire (Sekaran, 2003).
The advantage of this method is that the data can be collected within a short period of time. 
The researcher can clarify any doubt or question immediately. The research topic can be 
introduced and respondents can be motivated to offer frank answers. In terms of resources, it 
is less expensive and less time consuming. It does not need many skills (Sekaran, 2003).
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A questionnaire is one of the tools which will be used to achieve the aims of this study. The 
questionnaire is considered as one of the most widely used research techniques, more 
objective tool and produce generalizable results (Blaxter et al, 2001, & Harris and Brown 
2010). Sekaran (2003) argues that the questionnaire is an efficient data collection instrument 
when the researcher knows precisely what is required and how to measure the variables of 
interest. He states that the questionnaire is an efficient way to collect data when the research 
is confined to a local area and the organization is willing and able to assemble groups of 
employees to respond to questionnaire is a personally administered questionnaire. For this 
research a known existing scale was used(Spector, 1997).
6.7 TYPE OF INVESTIGATION
From the literature review, a lot of measuring instruments exist. However, Wagner et al 
(1999) had developed an instrument for evaluation of quality system. This instrument was 
developed for provider organisation, consumers, and purchaser and policy makers and 
compares the development of quality system in provider organisation in PHC, hospital care, 
mental care, elderly care and disabled care. A cross sectional study was conducted to 
measure the instruments and the outcome.
Quantitative research designs are either descriptive (subjects usually measured once) or 
experimental (subjects measured before and after a treatment). A descriptive study only finds 
relationships between variables (Hopkins, 2000). Descriptive designs are designed to gain 
more information about a particular characteristic within a particular field of study. There is 
no manipulation of variables and no attempt to establish causality (Neill, 2003). Quantitative 
data in terms of frequencies mean and standard deviations become essential for descriptive 
studies (Sekaran, 2003).
6.8 STUDY SETTING
The study took place in non-contrived setting and conducted in Muscat Govemorate. The 
study was conducted in the natural environment of the organization with minimal research 
inference by the researcher with the normal flow of work (Sekaran, 2003).
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6.9 UNIT OF ANALYSIS
The unit of analysis refers to the level o f aggregation o f the data collected during the 
subsequent data analysis stage (Sekaran, 2003: 132). For the questionnaire survey, the unit 
of analysis was all the QA/I managers, QA focal points and coordinators working in primary 
health care centres in Muscat.
6.10 TIME HORIZON
In order to answer the research question, data were collected over a period of four weeks i.e. 
November 2008. Data with respect to this project had not been collected before, nor will they 
be collected again from them for this research. According to Sekaran (2003), this type of 
study is called one-shot or cross-sectional.
6.11 SAMPLING DESIGN AND SIZE
A survey involves the study of a large number of subjects drawn from a defined population 
(Neill, 2003). Sekaran (2003: 265) defined population as “the entire group o f people, events, 
or things o f interest that the researcher wishes to investigate There are two aspects to the 
choice of participants in any study: firstly, the characteristics they should have; secondly, the 
number of participants. When a specific population is investigated and the results are needed 
for generalization, a representative sample is essential (Carter, 1997). Sampling is defined as 
the process o f selecting a sufficient number o f elements from the population (Sekaran, 2003: 
266/ There are two general methods of sampling: probability and non-probability sampling. 
In probability sampling the elements in the population have known chance of being selected.
One type of probability sampling is known as area sampling. The area sampling design is 
helpful when the research pertains to population within identifiable geographical area. 
However, the researcher was able to reach the whole group of QA managers/focal points, 
thus the entire population was targeted according to the locations of the health centres in 
Muscat Govemorate. Figure 6.3 shows the distribution of Ministry of Health (MoH) health 
institutions in the Muscat Govemorate in 2002 (MoH, 2002a).
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Figure 6.3 Diagrammatic Distributions of Health Institutions in Muscat Govemorate
R egional H ospital ^  
Wila> at o r Local H ospital g  
Extended H ealth C entre ^  
Health C entre w ith Beds
H ealth  C entre #
Muscat G ovem orate
Source: (MoH, 2002a: 3.10).
Figure 6.4 illustrates the area sampling for the questionnaire survey.
Data are presented to ensure representation of the member population in tenus of various 
wilayats of Muscat (Muscat, Muttrah, Bosher, A1 Seeb, A1 Amrat and Qurayat). According to 
the MoH (2007), there are 24 primary health centres. Area sampling is cost-effective i.e. less 
expensive than other probability sampling designs, and it is not dependent on the population 
frame. In addition, it is useful for decisions relating to a particular area. However, it takes 
time to collect data from an area (Sekaran, 2003).
The total number of population in this survey is (N=46) that involves all QA managers, focal 
points and coordinators at regional and Wilayats level, the unit of analysis is all the QA/I 
managers, QA focal points and coordinators, in charges of the PHC centres either nurses or 
doctors working in primary health care centres in Muscat.
6.12 SURVEY in s t r u m e n t : QUESTIONNAIRE DETAILS
As mentioned above and according to Wagner et al(1999); the questionnaire (see Appendix 
3) was developed by researchers in cooperation with experts on QI from different health
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fields in Netherlands and partly derived from the Dutch Quality Awards that is a translation 
of the European Quality Awards.
6.13 QUESTIONNAIRE ORGANISATION
The instrument consists of two parts. Part one covered five major areas in quality system: 
Quality Assurance documentation, involvement of patients, process based on standards, 
human resource management and process improvement based on quality improvement 
procedures. QA documentation, where this focal area was concerned , is the documentation 
of QA process such as the mission, action plans, quality policy, annual reports and quality 
profiles; human resource management: this focal area illustrates how the provider 
organization paid attention to the involvement of their professionals in QA/I; patients’ 
involvement: this focal area covered the patient involvement at the organizations’ and their 
participation at QA/I activities such as in developing quality criteria and standards, 
involvement at the quality committees, or involvement in the results of the clients’ 
satisfaction surveys or quality improvement projects and in evaluating quality improvement 
goals.
QA/I activities in this focal area covered 14 items that were designed to measure process 
improvement at the health centre and is conducted by using Deming cycle i.e. PDCA. These 
items were: peer review mono disciplinary; peer review multidisciplinary; utilization of 
individual care plans; quality committees e.g. incidents, infection or drug committee; job 
assessment interviews; internal audits; visitation/accreditation; management information 
system; satisfaction surveys among patients, referrers and employees; need survey among 
patients, referrers or other stakeholders; complaint registration and patients council. Finally, 
standards area that cover standards for specific treatments/interventions, standards for 
patients’ education, standards for restricted medical actions, standards for utilization of 
medical equipment, standards for critical moments in service provision, standards for specific 
target groups and diagnoses, standards for patient routing from intake to discharge and 
standards for co-operation with other institutions/organizations.
Part two covered the demographic data about designations, experience and years spent in 
PHC, involvement in extra duties such as teaching medical students or research, and the
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opinion about the introduction of the accreditation system in PHC. (More specific details of 
the questionnaire are provided in the Appendix 3).
Figure 6.4 Sample of the survey instrument
Written mission statement: the vision and priorities of the health centre
Product description: detailed description of the care for different patients 
population
Quality profile: concrete description of quality characteristics and quality 
standards of health care delivery
Quality policy document: a description of the aims of quality assurance, 
the desired level of care delivery and the ways of the health centre for 
achieving these goals
Source: Wagner et al, 1999
Figure 6.4 shows a sample of the survey instrument used at this study.
6.14 MEASUREMENTS
This section covered the measurements in terms of scaling, reliability, and validity.
6.14.1 SCALING
A scale is an instrument by which individuals are discriminated as how they vary from one 
another on the variables of interest to the study. Apart from sensitivity to operational 
definition of concepts in other cultures, the issue of scaling also needs to be addressed in 
cross-cultural research (Sekaran, 2003).There are several types of rating scales used in 
organizational research(Sekaran, 2003). In this research, the questionnaire used a format 
with three or five options per question.
6.14.2 RELIABILITY
Reliability indicates the stability of the measuring instruments (Sekaran, 2003). The 
questionnaire has been tested for reliability by means of internal consistency (coefficient
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Cronbach’s alpha). All focal five areas achieved reliability i.e. Cronbach’s alpha > 0.75 
above the standard of 0.70 recommended by Nunnally (1978) as cited in Wagner et al, 1999. 
The internal consistency showed how the scales items relate to each other. The widely 
accepted minimum score for internal consistency is 0.70 (Spector, 1997). For PHC the 
Cronbach’s alpha was above 0.70 for all five focal areas.
Table 6.1 Internal Consistency Reliability for PHC
Focal areas Coefficients Cronbach’s alpha
QA documents 0.76
Patient involvement 0.77
Standards 0.72
HRM 0.74
Q1 procedures 0.72
Source: Wagner et al, 1999
Table 6.1 shows the internal consistency coefficient of the five focal areas of quality systems 
in PHC.
6.14.3 VALIDITY
Validity supports that the instrument used to measure the concept does in fact measure the 
intended concept (Sekaran, 2003). Bailey, 1997 argued that a study is valid only if 
investigators are truly addressing the constructs they set out to study and measures. The 
validity of the instrument was tested at separate study setting. Construct validity was assessed 
by using exploratory factor analysis and simultaneous component analysis (SCA) a multi 
group confirmatory factor analysis (Wagner et al, 1999).
6.15 PILOTING
Piloting is a small-scale trial of the research method to ensure that the design is feasible. 
Although only a small number of subjects may be used, a variety of practical questions may 
be determined. For example, to see if the subjects can understand the questions they are 
being asked (Neill, 2003). It is also performed to develop, adapt, or check the feasibility of 
instruments and to calculate how large the final sample needs to be (Hopkins, 2000).
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The initial pilot group should have similar features to those of the population to be studied 
(Simmons, 2001). The questionnaire was piloted in September 2008, in Oman, with five QA 
focal points. However, the main drawbacks were its language difficulty and that it took a long 
time to complete (approximately 30 minutes). Due to the problems accounted for the scale, 
the researcher had modified some language barriers to be easier and understandable by the 
participants.
6.16 DATA ANALYSIS
According to Sekaran (2003) before starting to analyze the data and test the hypotheses, some 
preliminary steps need to be completed. The data needed to be edited, coded and a 
categorization scheme had to be set up. These help to ensure that the data are reasonably 
good and of assured quality for further analysis. The data analysis was done by the aid of a 
software programme, the Statistical Package for Social Science (SPSS) version 16.
There were four steps in data analysis. Firstly, getting the data ready for analysis; Secondly, 
getting a feel for the data, this was done by measuring central tendency and dispersion. 
Analysis of the nominal scale (demographic section) has been obtained from the descriptive 
statistics. The calculation was done through the frequency distribution for demographic 
variables such as the mean and standard deviation. Thirdly, testing the goodness of data, this 
was obtained through the previously calculated reliability and validity of the existing scale. 
The confidence interval was adjusted at 95%.
6.17 SEMI-STRUCTURED INTERVIEW
In addition to the development of the questionnaire, and due to the disadvantages of the 
questionnaire to the response rates where if s usually produce lower response rates and to 
avoid misinterpret and biased samples (Akbayrak 2000), a semi-structured interview was 
used as a third method to collect relevant information and data. The interview as described by 
Blaxter et al(2001) is a very useful technique for collecting relative data which could not be 
accessible using other techniques such as questionnaires and gather more in-depth insights on 
participants' attitudes, thoughts and actions.
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In addition, the interview provided a high response rate and obtains feedback and offers the 
interviewer the opportunity to explore an issue. The interviews in the research allowed the 
interviewee to express their opinion, concerns and feelings and obtains relevant information, 
encouraging them to provide details and clarification, confirms what already done. 
Furthermore, it allowed the probing of specific issues or ideas that arise and it is flexible in a 
way that the interviewer can clarify the questions and ensures that the interviewees 
understand them (Schostak 2005). Unlike the questionnaire, the interviews in this study 
provided context where the interviewee asked for more clarification, elaborated ideas and 
explained perspectives on the research topic.
Table 6.2 Semi-structured interviews questions
1. D escribe your v iew s /experience about the current Q A  program in PHC?
2. H ow  did the Q A  program evolution relate to changes in  the primary health care 
system  overall?
3. W hat is the role o f  managers and supervisors in Q A  at every level o f  the health  
system ? Central/regional/health centre
4. Can you  g ive an overview  o f  the training in Q A  program?
5. Has there been any research conducted related to Q A  program
6. Are there any efforts for com m unity/staff involvem ent in quality im provement?
7. H ow  helpful the w ork on audit been? P lease provide som e exam ples.
8. D escribe quality design activities?
9. W hat is happening in quality im provem ent i.e. m onitoring Q A  performance?
10. H ow  standards are: developed, approved, com m unicated, docum ented,
dissem inated and revised?
11. Has anything changed in the workplace as result o f  Q A  program? Please g ive  
exam ples.
12. W hat have been the deficienciesV successes/challenges in Q A  program?
Table 6.2 shows the semi-structured interviews questions used in this survey
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Semi-structured interviews were chosen for this research and face to faee interviews were 
conducted. The advantages of face to face interviews are that the interviewer ean probe fully 
for responses and clarify any ambiguity; more questions can be asked and there is no literacy 
requirement for the respondents. However, the disadvantages are they are expansive and time 
consuming and there is potential for interviewer bias. Thus, the bias can be overcome by 
good training in interview techniques, establishing rapport with people, putting them in ease 
and appear non-judgemental (Bowling, 2002).
6.18 RELIABILITY & VALIDITY OF SEMI-STRUCTURED INTERVIEWS
Gilbert (2008) argued that eritics worry about the effects interviewers have on the validity a 
reliability of data. However, Selltiz and Jahoda, 1962:41 showed much o f what we call 
interviewer bias can more correctly be described as interviewer differences which are 
inherent in the fact that interviewers are human beings and not machine{GilhQrt, 2008). 
Thus, in dealing with bias, the advice of sociologist Robert Merton still holds true (Merton 
and Kendall, 1946:555 as eited in Gilbert, 2008); guidance from the interviewer was 
minimum; the subject’s definition of the situation found full and spécifié expression and the 
interview brought out the value-laden implication of the response (Gilbert, 2008).
6.19 SAMPLING OF INTERVIEWS
Bowling, 2002 has described four types of sampling i.e. convenience, purposive, snowballing 
and theoretical samplings. In this research, purposive sampling was used for the interviews. 
Purposive sampling is defined as “a deliberate non-random method o f sampling which aims 
to sample a group o f  people or settings with a particular characteristic” (Bowling, 
2002:380).
However, a common problem facing the researcher conducting qualitative research was the 
issue of sample size. Because of complexity of data, that was time consuming to analyse; 
sample sizes are essentially small. Additionally, the aim also is to provide rich insights to 
understand the phenomenon rather than statistical information. Thus, there is no clear 
guideline about what comprises an appropriate cut-off point. The rule of thumb that can be 
used most commonly is that when the same stories, themes, issues are emerging from the 
study subjects then a sufficient sample size has been reached (Bowling, 2002).
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The interviews had covered the key stakeholders of quality management system either from 
the main ministry such as the top leaders in QA and PHC or the region in order to give 
comprehensive views about the quality system in PHC and each participant coded with an 
alphabet letter from A to J. Total of 10 interviews were condueted. It can be seen that the 
participants were selected beeause of their relevance to the topic, and in Oman there very few 
staff trained and qualified in QA area, even the central QA department was aetivated recently 
in end 2011. Mason (2002) argued that the researchers needs to have and to demonstrate a 
clear sense of the rationale for their choices, this explains why 10 interviews were conducted.
Table 6.3 Participants” details & background
Name/code Organization Title
A. Ministry o f Health - HQ Advisor and supervising the Directorate General o f  
Health Affairs
B. Ministry o f Health - HQ Former Head o f PHC & Director o f QA and patient safety
C. Ministry o f Health - HQ Advisor& Consultant - QA
D. Ministry o f Health - HQ Former Director General o f  Muscat 
Minister Advisor for Development Affairs
E. DGHS-Muscat Regional Head o f QA
F. DGHS-Muscat Family physician QA focal point
G. DGHS-Muscat Family physician QA focal point
H. DGHS-Muscat Wilayat Director-PHC
I. DGHS-Muscat Family physician-PHC
J. DGHS-Muscat Family physician-PHC
Table 6.3 above shows the details of participants at the interview survey. The first four 
participants were from the main ministry of health- HQ. However, the remaining six were 
from Muscat Govemorate.
6.20 CONFIDENTIALITY
The Helsinki Declaration notes that “every precaution should be taken to respect the privacy 
o f the subject and the confidentiality o f the patients ’ information” (Green &Thorogood, 2009: 
70). Additionally, in qualitative research data collection methods should show that respect is 
built for the participants i.e. making sure interview questions reflects the eoncems of 
interviewees rather than just pursuing the researcher’s perspectives (Green &Thorogood, 
2009).
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6.21 DATA COLLECTION OF INTERVIEW
Before the interviews, interviewees were asked for their willingness to participants at this 
research. The interview length was informed and permission was asked to tape reeording the 
interview. The confidentiality of the participants was reassured. Notes was taking during the 
interview and recorded to re-check and clarify ambiguous responses fi*om interviews the 
recording was transcribed later on in order to analyse the data. There were flexibility and 
freedom for the interviewee.
All interviewees agreed to be tape recorded exeept one. The interviews took between 40-60 
minutes. All interviews were conducted in English Language. The interviews were 
transcribed in full. A sample of the interview is attached in Appendix 5.
6.22 TRANSCRIBING, CODING, AND ANALYSIS
Gilham (2005) described the basic rules for transcription as follow: do not let the tapes 
aecumulate; transcribe as soon as possible after the interview, ideally transcribe the day after 
the interview, be realistic about the time transcription will take, don’t spend more than an 
hour at time on transcription and clearly identify tapes and transcripts.
The researcher was regularly transcribing the interviews after each interview conducted. The 
transcripts were reviewed and a sheet was used to analyse the results based on the themes that 
the researcher indicated before for the questions.
Silverman (2011) demonstrated different analytic approaches for qualitative research such as 
fi-amework analysis, thematic analysis, interpretive phenomenological analysis and 
constructivist grounded theory. However, in this research thematic analysis was used, Gomm 
et al (2000) argued that the idea in thematic analysis is to find a limited set of ideas which are 
both relevant to the topic and between them constitute a eommon framework in terms of 
whieh data deriving from different respondents ean be described. That is, themes have some 
similarity with the idea of variables in quantitative research. The semi structured interviews 
were divided into ten major themes as follow: QA program, management and supervision, 
training, QA research, community & staff empowerment, QA monitoring, QA design, quality
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improvement, standards and QA culture. The analysis will go through the ten themes and will 
explore the views of ten participants.
Table 6.4 Thematic distribution of interview questions
Themes 
QA program 1.
2.
Questions :
Describe your views /experience about the current QA program in PHC?
How did the QA program evolution relate to changes in the primary health care system 
overall?
Management and 
supervision
3. What is the role o f  managers and supervisors in QA at every level o f the health system? 
Central/regional/health centre
Training 4. Can you give an overview o f  the training in QA program?
QA research
5. Has there been any research conducted related to QA program
6. Are there any efforts for eommunity/staff involvement in quality improvement?
Empowerment
7. How helpful the work on audit been? Please provide some examples.
QA monitoring
8. Describe quality design activities?
QA design 9. What is happening in quality improvement i.e. monitoring QA performance?
Quality
Improvement
10. How standards are: developed, approved, communicated, documented, disseminated and 
revised?
Standards setting
11.
12.
Has anything changed in the workplace as result o f  QA program? Please give examples. 
What have been the deficienciesVsuccesses/challenges in QA program?
QA culture
Table 6.4 shows the thematic distribution of the interview questions.
6.23 COMPUTER-ASSISTED QUALITATIVE DATA ANALYSIS SOFTWARE 
(CAQDAS)
CAQDAS can be used to analyse the data. However, with transcripts less than 30 it is 
probably not worth the cost. Additionally, with CAQDAS it can be used unthinkingly and
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biased towards a code and retrieve style of organisation that can lead to fragmentation of data 
and loss of elements which makes for contextual meaning. Thus, for researcher working in 
medium scale projects CAQDAS is not essential (Gilham, 2005).
6.24 ETHICAL AND CONFIDENTIAL CONSIDERATIONS
Sekaran (2003: 17) defined ethics as “a code o f conduct or expected societal norm o f  
behaviour while conducting research”. The ethical behaviour pervades each step in the 
research process from data collection, analysis and reporting to dissemination of information. 
Blumer (2001) argued that the person designing a research needs to consider the ethical 
implications and be alert to them.
Simmons (2001) felt that an introductory letter might allay anxieties and doubts among 
respondents. The cover page of the questionnaire gives the importance of this study and the 
aim of this questionnaire is to explore different areas of quality assurance program at primary 
health care. The target groups were indicated on the cover page such as head of QA program, 
Wilayat health directors, in charge of health centres, nursing in charges and quality assurance 
coordinators and focal points and staff who work in quality system only.
Additionally, the sentence of ‘this will aid in planning better services in PHC setting’ was 
added in order to encourage participate to be involved in this survey. Blau (1964; cited in 
Simmons, 2001:103) stated that individuals’ actions are motivated by the rewards they are 
likely to receive from others If the QA staff feel that their participation is highly valued, 
this may be sufficient reward. For this research, no personal identity was asked.
Confidentiality of the data was also guaranteed. Storage of data was mentioned, but deleted 
from the final version because of cultural reasons. Additionally, a letter of permission was 
taken from the Ministry of Health to prove that the author is a PhD student and currently 
conducting research to ensure access to all health centres in Muscat. Fisher et al, 2007 argued 
that that ethical approval should be sought at the beginning of the project; hence, the proposal 
was revised at the regional ethics and research committee in Muscat and was approved in 
2006. A copy of the approval letter is attached in Appendix 6.
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6.25 THE FIELDWORK
Data were collected in three stages. Stage 1 for secondary data collection actually was carried 
out from the beginning of the study until the end as the data was dynamic and needs to be 
updated regularly from 2002 to 2011 as the information of 2010 was edited and published 
officially in 2011.
Stage 2, the questionnaire survey was conducted in 2008. The duration to complete the 
questionnaire by each participant was about 30 minutes, as the pilot test had shown. Each 
participant received a questionnaire and an envelope was attached to ensure confidentiality. 
A front page was attached requesting participation in the study was also enclosed. In 
addition, attempts were made to contact all non-respondents by telephone after the first shot. 
Stage 3 for semi structured interview was conducted by beginning of 2009.
6.26 SUMMARY
This chapter presented the methodology employed in this study. First, the research question 
and objectives were highlighted. The research design and the data collection method were 
presented. A mixed method technique was used. The study was conducted in three stages. 
Stage 1 involved the secondary data collection. Stage 2 was the quantitative data collection 
by using the questionnaire. A previously elaborated validity and reliability tested 
questionnaire was used. It contained 5 focal areas and demographics questions. Stage 3 
involves the semi-structured interviews.
The author’s previous experience working in primary health centre contributed a great deal in 
conducting this research. The author would not have successfully completed this study 
without knowing the staff working in PHC. The results from this survey and the subsequent 
analysis will be described in-depth in the chapters 7, 8 and 9.
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Chapter 7
Research Findings 1 - Secondary Data Interpretations of Quality 
Management System in PHC
7.0 INTRODUCTION
This chapter will demonstrate the analysis of secondary data of this research. As explained 
earlier in chapters 2, 5 and 6, and according to Donabedian (Chapter 2) where he described 
and evaluated methods of assessing and measuring the quality of care at the level of the 
physician -  patient interaction, three approaches to assessment: structure, process and 
outcome of care, will be used in this chapter to interpret the data collected. Structure 
approach will cover the Human Resources at PHC, training and qualifications of staffing, QA 
documentation and the approved PHC policies. Process analysis will cover the PHC 
indicators such as out-patients visits, common morbidities, utilization of services, electronic 
referral system, patients flow at different services and top management review meeting 
(TMR). The outcome analysis will cover the cost of service delivery, the outcome of diabetic 
care management, the outcome of the seventh fifth year plan indicators and the results of 
satisfaction surveys for both staff and clients. The time frame of data collected will cover the 
period from 2002 i.e. since the start of the implementation of QA/I system at PHC in Oman 
up to 2010.
7.1 STRUCTURE ANALYSIS
Structure approach will cover the Human Resources at PHC, training and qualifications of 
staffing, QA Documentations and the approved PHC policies.
7.1.1 HUMAN RESOURCES AT PHC IN MUSCAT GOVERNORATE
The total number of human resources at PHC in Muscat Govemorate had increased 
dramatically from 838 in 2005 to 1291 in 2010 in all categories such doctors, nurses, 
paramedics and administrative staff. No statistical data were available at the health 
information office when these data were collected as the data base was not well maintained at 
that time i.e. from 2002 to 2004.
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Figure 7.0 Doctors in PHC from 2002- 2010
2002 2003 2004 2005 2006 2007 2009 2010
Figure 7.0 shows that that total number of doctors such as general practitioners (GPs) and 
family physicians had increased from 175 in 2005 to 260 in 2010.
Figure 7.1 Nurses in PHC from 2002- 2010
2002 2003 2004 2005 2006 2007 2000 2010
Figure 7.1 above illustrates the total number of nurses that had accelerated from 287 in 2005 
to 378 in 2010.
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Figure 7.2 Dentists in PHC from 2002- 2010
— ^
Similarly, Figure 7.2 above shows the total number of dentists had increased from 22 in 2005 
up to 34 in 2010.
Figure 7.3 Assistant Pharmacists in PHC from 2002- 2010
m
Figure 7.3 above demonstrates the total number of assistant phannacists in PHC in Muscat. 
However, it can be seen that there is a drop in this category from 68 in 2005 to 78 then to 83 
in 2009 and back to 77 in 2010.
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Figure 7.4 Laboratory Technicians in PHC from 2002- 2010
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As shown above in Figure 7.4 the total number of laboratory technicians is increasing yearly.
Figure 7.5 Radiographers in PHC from 2002- 2010
NO D ata
It can be seen from Figure 7.5 above that there was a fluctuation in the total number of 
radiographers in PHC. However, in general the number has increased from 20 to 34 in 2010.
Additionally, for doctors they are either a GP with a minimum of one year post graduation 
(MD graduate), or a GP with more than 2 years’ experience in PHC (Diploma holders in 
child health or diabetes etc, or MRCP holders). However, the family physicians are
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considered the consultants/senior specialist doctors at PHC whom are MRCGP international 
holders. Out of 260 doctors demonstrated in Figure9.0, 45 are family physicians. In regards to 
nurses, the majority are diploma holders, though very few had a bachelor degree. Likewise, 
other paramedical staffs have either diplomas or are secondary school graduates like medical 
records and medical orderlies.
7.1.2 QA DOCUMENTATION
A detailed background of QA implementation in PHC was explained in chapter 3 in addition 
to a list of approved policies in PHC. Moreover, the quality management section is 
developing a quality management plan for the Govemorate as well as for the wilayats, a 
sample of QA 2006 & 2009 plan is provide at Appendix 7.
7.1.2.1 QUALITY DOCUMENTATION (QMS, 2009)
The QA documentation in the health centres are manual and organized in 3 major files and 
are kept for 5 years as a shelf life at the health centre. File (1) is called Quality Planning File 
and it includes: strategic vision updated, national quality policy (Arabic & English) updated 
versions, updated list of SOPs manuals, current5* year strategic quality and patient safety 
plan, annual quality management plans, annual quality objectives, plan of action & follow up 
progress report and aimual reports of QMS. File (2) is called Quality Control/Monitoring file 
and has: self-assessment reports & CAP of self-assessment, internal audit reports & CAP of 
internal audit, comprehensive audit reports & CAP of comprehensive audits, user feedback 
survey results, staff satisfaction survey results, health indicators reports and TMR report. File 
(3) is called Quality circulars and communication and it includes all circulars and 
correspondence related to QA activities. However, the Quality improvement project is kept 
in a separate file.
7.2 PROCESS ANALYSIS
This section will investigate the process data of QA system in PHC from 2002 to 2010. The 
exploration will be based on 3 areas as showed in Figure 7.6.
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Figure 7.6 Approach for process analysis in PHC
Process
Analysis
• Patients flow at different PHC sendees
\ / * Indicators analysis
Top Management Review document analysis
As shown in Figure 7.6 above the approach used to analyse the documents and information 
exists were in three aspects: patients flow at services, indicators analysis and TMR meetings 
investigation.
7.2.1 PATIENTS FLOW AT DIFFERENT PHC SERVICES
The aim of the patients flow document was to study the complete process of patient intake 
from entry until the final step of treatment. Thus, the ideal patient-flow in health centres 
would achieve both high efficiency in the use of staff time and minimum waiting times for 
patients. The visit to each department constitutes a brief, yet an important point in the 
continuum of medical care. The aim of this document was to evaluate the continuity of care 
of visitors. However, by using a proper patient’s flow which is developed to measure the 
stations and to highlight priority areas such as reducing waiting times, this will ensure 
meeting standards of quality care (Al Khussibi, AlSariri, 2007).
7.2.2 INDICATORS’ ANALYSIS
Service indicators are analysed in this section focusing more on the out patients visits, 
common morbidities, service utilization such as in laboratory and X-Ray utilizations.
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7.2.2.1 OUTPATIENT VISITS’ INDICATORS
Outpatient departments’ (OPD) visits are analysed from 2002 to 2011 as per each wilayat 
(district) in Muscat Govemorate. However, 2002 data was not available for outpatient visits. 
The researcher has added 2011 as the data was fluctuating, so 2011 was added for 
comparative reasons.
Figure7. 7 Outpatients’ visits at Wilayat Muscat from 2003 to 2011
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Figure 7.7 above shows the total OPD visits of Wilayat Muscat. The total number has 
increased from 83,889 in 2003 to 103,118 in 2011.
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Figure 7.8 Outpatients’ visits at Wilayat Muttrah from 2003 to 2011
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Figure 7.8 above illustrates the total OPD visits for WilayatMuttrah. The visits had increased 
from 234,289 in 2003 to 256,692 in 2011.
Figure 7.9 Outpatients’ visits at Wilayat Bousher from 2003 to 2011
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Figure 7.9 shows the OPD visits for Wilayat Bousher, the number had reached to 271,988 in 
2011 as compared to 163,682 in 2003.
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Figure 7.10 Outpatients’ visits at Wilayat Seeb from 2003 to 2011
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It can be seen from Figure 7.10 above that the OPD visits in Wilayat Seeb had inereased 
dramatically from 367,275 in 2003 to 603,503 in 2011.
Figure 7.11 Outpatients’ visits at Wilayat Al Amiratfrom 2003 to 2011
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Figure 7.11 displays the OPD visits at Wilayat Al Amirat that had increased from 140,408 in 
2003 to 209,208 in 2011.
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Figure 7.12 Outpatients’ visits at Wilayat Quriyat from 2003 to 2011
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Figure 7.12 above shows the OPD visits at Wilayat Quriyat; however the total number had 
diminished from 35,508 in 2003 to 20,882 in 2011. As a summary, the total OPD in PHC has 
increased and augmented dramatically, from 1,025,051 in 2003 to a total of 11,603,368 in 
2011. This is due to increase of population size in Muscat Govemorate.
1 2 .2.2 MORBIDITY INDICTORS’ ANALYSIS
The International Classification of Diseases (ICDIO) is used at PHC institutions in Oman. 
The information of out-patients morbidities are collected every month. In this research, 
several morbidities will be presented and chosen for their high and incremental rate annually 
from 2004 to 2010. No data were available for 2002 and 2003.
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Figure 7.13 Common morbidities in PHC
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Figure 7.13 above demonstrates the common morbidities at PHC in Muscat Govemorate. It 
can be seen that the disease of the respiratory system accounts for the highest incidence rate. 
The incidence of patients with respiratory disease had increased from 26,588 in 2005 to 
193,465 in 2010. Respiratory diseases include common cold, acute sinusitis, acute 
phraynigitis, acute tonsillitis, acute laryngitis, acute trachitis, influenza, pneumonia, acute 
bronchitis, acute broncholities, asthma, mumps and chickenpox. Figure 7.13 shows also the 
second highest morbidity in PHC is the disease of the digestive system, which was 12,067 in 
2004 and increased up to 81,829 in 2010. Digestive system disease list includes disease of 
jaw and oral soft tissue, peptic ulcer, gastritis, amoebasis and protozoal disease and irritable 
bowel. Additionally, the third most common morbidity is the disease of the muscle-skeletal 
system such as osteoarthritis, disorders of spine & back. The fourth morbidity accounts for 
the diseases and disorders of the female genitalsystem. This is followed by the disease of the
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eye. Surprisingly, high morbidities were found for the fever not diagnosed and headache that 
had increased dramatically from 2004 to 2010.
1,2.13  SERVICE UTILIZATION INDICATORS
The service utilization will include laboratory services and x-ray as these two services are 
most utilised on daily basis at the PHC health centres.
T.2.2.4 LABORATORY SERVICE UTILIZATIONS
The laboratory utilization will cover haematology, biochemistry and bacteriology 
investigations consumptions yearly at the health centre from 2004 to 2010.
Figure 7.14 Haematology Tests Utilization in PHC
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Figure 7.14 shows haematology investigations had dropped significantly from 1,014,100 in 
2004 to 166,027 in 2010. This statistic includes the blood film done for malaria plasmodium.
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Figure 7.15 Biochemistry Tests Utilization in PFIC
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Figure 7.15 demonstrates the biochemistry tests had dropped dramatically from 1,695,372 in 
2004 to 234,592 in 2010.
Figure 7.16 Bacteriology Tests Utilization in PHC
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Figure 7.16 shows the annual bacteriology tests in PHC. However, this test had dropped 
from 284,858 in 2004 to 212,668 in 2010.
7.2.2.S X-RAY SERVICE UTILIZATION
X ray utilization illustrates plain x ray and ultra-sonography done in PHC.
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Figure 7.17 Plain X-ray Utilization in PHC
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Figure 7.17 shows the total number of plain x-rays ordered in PHC. In 2004, a total of 
144,698 were done. However, the number had dropped to 54,837 in 2010.
Figure 7.18 Ultra-sonograhic examinations Utilization in PHC
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Figure 7.18 illustrates the ultra-sonographic examination was 42,418 in 2004 and had 
dropped to 12,869 in 2010.
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Figure 7.19 Total numbers of patients examined by radiographic examination
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Figure 7.19 illustrates the total number of patients examined by radiographic procedures. It 
was 152,651 in 2004 and dropped significantly to 48,414 in 2010.
1.1 .2.6 REFERRAL SYSTEM ANALYSIS
Currently the e-referral system from PHC to both secondary and tertiary care is implemented 
based on the MOH Manual policy on referral of patients. However, feedback advice from 
secondary and tertiary care is inactive. The referral system was based on papers i.e. manual; 
however, the automation of the system to electronic referral was activated in April 2006 at 
Muscat Govemorates. Most of the PHC institutions in Muscat Govemorates are linked via the 
electronic referral.
Additionally, this electronic referral allows, with a verbal consent, a standard set of patients’ 
information and care information from A1 Shifaa system to be shared securely between 
services. The use of e-referral can result in 30-minutes time saving when compared with 
traditional referral methods. In addition, e-referral enables quicker multiple referrals- an 
increasingly common requirement for patients with multiple and complex needs.
The use of e-referral is for sending patients from PHC to secondary or tertiary health 
institutes to get an appointment at OPD, in-patients’ departments, day care, and other services
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like laboratory or radiology departments. The PHC will receive feedback on the date of 
appointment for such referrals on average.
Total referrals from PHC to secondary and tertiary care will be illustrated from Figure 7.20 to 
Figure 7.25 in the following section. Thus, an example from each wilayat will be given. All 
data will represent up to date information from 2011 database from the Directorate General of 
Information Technology (DGIT)-MoH-Oman, 2012. Data before this date cannot be retrieved 
for two reasons. First, the automation of referral system started in 2006 and it was in stages 
until 2012 where it now covers 95%of the PHC institutions. Second, the previous information 
was recorded manually and the registers were incomplete or incorrect.
Figure 7.20 Total referred cases from Muscat Health Centre
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Figure 7.20 above shows the total number of cases referred from Muscat Health Centre in 
2011. Most cases were referred for PHC to Ophthalmology care, emergency care, obstetric 
and gynaecological care. The remaining cases were referred to dermatology care and general 
medicine care.
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Figure 7.21 Total referred cases from Muttrah Health Centre.
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Figure 7.21 illustrates the number of referred eases from Muttrah Health Centre to the 
hospitals. It ean be seen that the majority of eases were referred for ophthalmology and 
obstetric and gynaecological care.
Figure 7.22 Total referred cases from A1 Ansab Health Centre.
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Figure 7.22 demonstrates the total number of cases referred from Al Ansab Health Centre. 
Similarly, most cases were referred to ophthalmology care, emergency care and obstetric and 
gynaecological care.
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Figure 7.23 Total referred cases from Al Khoud Health Centre.
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Figure 7.23 shows the total number of cases referred from Al Khoud Health Centre to 
secondary and tertiary hospitals. Likewise, the majority cases were referred to ophthalmology 
care, emergency care and obstetric and gynaecological care.
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Figure 7.24Total referred cases from Al Ameart Health Centre.
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Figure 7.24 demonstrates the total number of cases referred from AlAmerat Health Centre in 
2011. As before, the bulk of cases were referred to ophthalmology care, emergency care and 
obstetric and gynaecological care.
Figure 7.25 Total referred cases from Muscat Health Centre.
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Figure 7.25 displays the total number of cases referred from Quryiat polyclinic in 2011. It can 
be seen that the majority of cases were referred to ophthalmology care, emergency care, 
orthopaedic care, dermatology, paediatrics and obstetric and gynaecological care.
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In summary, in 2011 a total of 125,138 patients were referred from PHC to secondary and 
tertiary care. The majority of cases were referred to emergency care, obstetrics and 
gynaecology care and ophthalmology care.
7.2.3 TOP MANAGEMENT REVIEW (TMR) MEETINGS ANALYSIS
As explained earlier in chapter 3, the experience of Top Management Review (TMR) has 
been adapted by Muscat Region as part of monitoring the Quality Management System 
activities in primary health care. The TMR is held annually at Muscat Govemorate and 
headed and chaired by the Director General of the Health Services with stakeholders from the 
Main Ministry of Health and the regional directors and heads of the PHC programs and 
health centres in charges attending. They meet to discuss the achievements and obstacles at 
the quality management system. The first Top Management Review was conducted in 
December2003, with the Director General of Muscat region chairing the meeting, Quality 
Consultants, Directors from different regions and Heads of the Programme attended this 
meeting. In general, the TMR meetings discuss the achievements of QA/I Objectives, report 
of NCRs not yet corrected of PHC services audited by the QA checklist, QA activities such 
as zero defect day, best staff and the 3 C card report, constraints and challenges facing the 
quality management system in PHC. This section will give an overview of the TMR meetings 
from 2005 to 2010. However, no documentation was available for the first TMR at 2003- 
2004.
The total number of non-conformities reports (NCR’s) i.e. deficiencies and the total number 
of opportunities for improvement (OFI) were presented. However, about 75% of non­
conformities and opportunities for improvement discovered during the audit activities were 
corrected up to 2009 (QMS, 2009)
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Figure 7.26 Components of TMR
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Figure 7.26 shows the several areas that discussed during TMR meetings 
Figure 7.27 the percentage of services corrected in PHC, 2009
ONOOING
ISSUES
14%
CLOSED
ISSUES
75%
Source: QMS, 2009
Figure 7.27 demonstrates that 75% of NCRs were closed and corrected in 2009, however 
14% remained as ongoing not solved issues and 11% still pending corrections.
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7.2.3.1 OBJECTIVES ACHIEVEMENTS
Most of PHC centres planned the QA objectives based on the common morbidities or the 
service utilization. Most of the objectives were focused on chronic diseases care such as 
Diabetes or hypertension, ante-natal care, antibiotics prescriptions, x-ray or laboratory 
utilizations, immunization coverage and nutritional care. However, few were related to 
training of staff, defaulters’ management and continuous professional education within the 
facility.
Table 7.1 Example of NCR/OFI presented at the TMR meetings
Department/service NCR/OFI Time frame outcome
Quality •  P o licy  poster is needed at w aiting area 1 month Open
Diabetic clinic •  no micro album in requested
•  som e cases o f  positive m icro albumin 
not started on A CE inhibitors
1 year 
6month
Open
Open
Dental •  sound p roo f cabinet inadequate & too  
noisy
6 month Open
Nutrition •  dietician not trained on growth
•  monitoring
•  calibration rods N /A
•  N on  stretchable measuring tape N /A
•  Arabic poster o f  PEM  treatment N / A
lyear  
6 month 
6 month 
6 month
Open
Open
Open
C losed
TB •  Sputum target not reached 1 year O pen
IT •  m onthly statistics reports not working
•  radiology reports is not appearing 
autom atically
6 month 
1 year
Open
O pen
LAB •  +ve control sam ple for sick  ling &  
V D R L  test are N /A
1 month O pen
Table 7.1 above shows an example of NCR/OFI reports presented by Wilayat Muttrah during 
2009 annual review.
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Table 7.2 Proposed action plan for IMCI services in PHC, 2010
Issues Proposed Action O utcom e
U nfam ilia r c r ite ria  o f d ia g n o s is ,  
ro u tin e  m a n a g e m e n t  & 
e m e rg e n c y  re fe rra l to  
s e c o n d a r y  & /or te r tia ry  c a r e  
a s  w ell a s  to  o th e r  h e a lth  
d e liv ery  s e c to r s ,  le a d  to  
s o m e  d ifficulties fo r  s ta ff  a t  
th e  p rim ary  level.
s ta n d a rd iz e  all IMCI te rm in o lo g y  & d ia g n o s is  
c r ite ria  w ith th e  c o n c e r n e d  tra in in g  
in s titu tio n s  s u c h  S Q U H  & R o y a l 
H o sp ita l [O ngo ing ].
s t a n d a r d iz e d  
M a n u a l o f  IMCI 
a v a ila b le  to  all 
h e a lth  c a r e  
p ro v id e rs
D o c u m e n ta tio n  in c o m p u te r  
M o d u le  o f IMCI is n o t c o m p le te d  
by  h e a lth  s ta ff
S u p e rv is o ry  v is its  to  h e a lth  c e n t e r s  a n d  
o r ie n ta tio n  o f  h e a lth  s ta ff
1 0 0 %
d o c u m e n ta tio n  in 
c o m p u te r  m o d u le
C o m m u n ity  c o m p o n e n t  K ey 
P ra c t ic e s  s e le c te d  b u t n o t 
im p le m e n te d  fully in w ila y a ts
To tra in  m o re  C S G M  a n d  to  la u n c h  a  
c a m p a ig n  fo r  co m m u n ity  c o m p o n e n t
S e le c te d  k ey  
p r a c t ic e s  
im p le m e n te d  in 
co m m u n ity
Table 7.2 above illustrates the proposed action and outcome plan presented at 2010 TMR 
meeting for IMCI service in PHC.
Different services were discussed during the TMR meetings. However, from the 
comprehensive review of documentation by the researcher, the following areas are 
highlighted. The majority of issues and problems in PHC were related to the Al Shifaa system 
i.e. the electronic record system of all patients’ information. This problem was mainly 
targeted towards the software used by the end users that was not user friendly. The second 
issue was related to training. Several areas were lacking comprehensive training such as 
Tuberculosis screening, hypertension management, cold chain training for immunizations, 
antenatal care, referral system, fire safety, school health program, ear health, medical record 
clerk training, basic life and advance life support trainings.
The third issue was relating to maintenance and engineering. The replacement of old 
equipments takes time and ventilation was needed in both the GPs room and dentist’s room. 
The fourth problem, where equipment was missing such as a crash trolley for emergency 
care, insufficient paediatrics stethoscopes, and blood pressure sphygmomanometers was 
related to the referral system. The feedback of patients’ care from tertiary and secondary care 
was insufficient and missing or manual. The laboratory tests were not standardized. Other 
issue was the availability of counting tablets machine at the pharmacy and insufficient drugs 
for referred patients. Finally, the human resources were short at some categories like 
dieticians, health educators, medical record clerk and laboratory technicians.
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Additionally, the lack of a utilization review conducted in the health centre, self assessments 
conducted only once instead of twice in 2009, a lack of follow up in the health centre 
regarding CAPS in all the audits, objectives in the health centers are only known by the 
Heads or the Nursing in charges in the health centre i.e. not all staff are involved in the 
planning and follow up of QA objectives. Moreover, the percentage of referral out cases 
could not be obtained due to a lack of proper documentation. Also there was a lack of 
standardized infrastructure.
7.2.3.2 OUTCOME ANALYSIS
The outcome analysis will cover the cost of service delivery, the outcome of diabetic care 
management and the results of satisfaction surveys for both staff and clients. The time frame 
of data collected will cover the period from 2002 i.e. since the start of implementation of 
QA/I system at PHC in Oman up to 2010.
7.2.3.3 DISEASES OUTCOME ANALYSIS
Despite a variety of morbidities in PHC; the secondary analysis will focus on one of the most 
important chronic disease management i.e. Diabetes Mellitus (DM) due to its high incidence 
rate in PHC.The following section will give an overview about the newly diagnosed and 
registered cases of DM.
Figure 7.28 Total number of diabetic cases registered in PHC in Muscat
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Figure 7.28 shows the prevalence of DM registered from 2005-2010. It can be seen that the 
numbers increased annually from 9600 cases in 2005 to 13679 in 2010. No data were 
available from 2002 to 2004
Figure 7.29 New DM cases with no complications at registration
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Figure 7.29 shows the number of new DM eases with no complications at registration. The 
detections of complications vary from 2004 to 2010. Thus, in 2010 593 cases were registered 
with diabetes but had no complications.
Figure 7.30 New DM cases with complication at registration-1
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It can be seen that from Figure 7.30 above that 397 new DM cases were registered with the 
blood pressure more than 140/90
Figure 7.31 New DM cases with complication at registration-2
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Figure 7.31 above demonstrates the number of new DM cases discovered with diabetic 
neuropathy on registration. The highest number was in 2008; however, no cases were 
discovered in 2009.
Figure 7.32New DM cases with complication at registration-3
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Figure 7.32 displays new DM cases diagnosed with diabetic retinopathy on registration, 
although, the numbers are small. No data were available for 2003 & 2008.
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Figure 7.33 New DM cases with complication at rcgistration-4
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Figure 7.33 exhibits the cases of new DM cases diagnosed with diabetic foot on registration. 
Similarly, very few cases were discovered and no statistics were available for 2003 & 2008.
Figure 7.34 New DM cases with complication at registration-5
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Figure 7.34 demonstrates new DM cases discovered with abnormal renal function or protein- 
urea on registration. It can be seen that there is a fluctuation in cases discovered and it varied 
between 17-31 cases. No statistics were available for 2003.
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Figure 7.35 New DM cases with complication at registration-6
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Figure 7.35 shows the number of new ease of DM discovered with coronary heart diseases on 
registration. The number is increasing yearly and reached 28 cases in 2010.
Figure 7.36 New DM cases with complication at registration-7
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Figure 7.36 demonstrates the number of diabetic patients discovered with 
diabeticketoacidosis at registration. Surprisingly, no data were available for 2003, 2008 and 
2009. However, the number of patients with diabetic ketoacidosis at registration varied 
between 12-0.
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Figure 7.37 Type of DM Management -1
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Figure 7.37 illustrates the number of non-insulin dependent diabetic patients with dietetic 
control management. There was high number of patients on diet control.
Figure 7.38 Type of DM Management -2
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Figure 7.38 shows the number of non-insulin dependent diabetic patients on oral 
hypoglycemic agents. The number is steady, but there was a drop in patients on this type of 
diabetic management in 2008.
189
Figure 7.39 Type of DM Management -3
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Figure 7.39 illustrates the number of non-insulin dependent diabetic patients on insulin 
treatment. No data were available in 2003. However, the number of patients had dropped 
from 35 in 2004 to 22 in 2010.
Figure 7.40 Type of DM Management -4
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Figure 7.40 shows the number of patients with insulin dependent DM at registration. The 
incidence was high in 2004; however, it dropped to 16 in 2007. No infonnation also available 
for 2008-2010.
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Figure 7.41 Type of DM Management -5
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Figure 7.41 shows that 7 patients of insulin dependent DM on single dose injection. No data 
were available form 2003 up to 2007.
Figure 7.42 Type of DM Management -6
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Figure 7.42 demonstrates the number of insulin dependent DM patients on split injection 
management. No data were available from 2003-2007, although few patients were on split 
injection management.
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Figure 7.43 Type of DM Management -7
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Figure 7.43 shows the number of insulin dependent DM patients on multiple injection 
therapy. Similarly, no data were available from 2003-2007 &2009. However few patients 
were on this type of management.
7.2.3.4 FIFTH YEAR PLAN OUTCOME INDICATORS2005-2010
This section illustrates the follow up statistics for the seventh fifth year plan (2005-2010) 
outcome indicators related to the quality and patient safety vision as discussed earlier in 
chapter 3. (All data were obtained from regional fifth year plan document from QM section -  
DGHs Muscat, 2011).
Figure 7.44 Percentage of staff trained on QA concepts in PHC
V  98%
ÿ  84%
Figure 7.44 shows the percentage of staff trained in QA concepts in PHC in Muscat. There is 
an incremental increase in the percentage of staff trained from 2005-2010. It reached 98% in 
2010 .
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Figure 7.45 Total numbers of auditors in Muscat
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Figure 7.45 shows the total number of auditors had increased from 74 in 2005 to 139 in 2010. 
However the number remained the same in 2007 &2008 respectively.
Figure 7.46 Total Number of incidents reports
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Figure 7.46 demonstrates the number of incident reports reported by the institution. There 
was a dramatic increase in total number of reports from 168 incidents reported in 2007 to 
1404 in 2010. However, no data were available in 2005-2006.
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Figure 7.47 Total numbers of complaints written by the client
Figure 7.47 shows that the total number of complaints written by the clients had increased 
from 3 in 2006 to 83 in 2009.
Figure 7.48 Percentage number of staff trained in communications skills
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Figure 7.48 demonstrates the percentage of total number of staff trained in communications 
skills and teamwork. The percentage had increased from 30% to 52% in 2010.
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Figure 7.49 Total number of doctors trained in QA
Figure 7.49 shows the number of doctors trained in QA in Muscat. Five doctors were trained 
by 2010 i.e. four in 2006 and one in 2009.
Figure 7.50 Number of quality improvement project conducted
Number of Ql Improvement Projects Conducted
Figure 7.50 illustrates the number of quality improvement projects conducted from 2005- 
2010. A total of 12 projects were conducted by the end of 2010.
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T.2.3.5 SATISFACTION SURVEYS OUTCOME
The Directorate General of Health Services at Govemorate of Muscat had conducted several 
satisfaction surveys to measure employees and clients’ perceptions towards the service 
provided i.e. as internal and external customers. These surveys helped in identifying areas of 
strength/weaknesses and opportunities for improvement
Figure 7.51 Satisfactions surveys at Govemorate of Muscat
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Figure 7.51 shows the frequency of satisfaction surveys conducted at Muscat Govemorate. It 
can be seen that staff satisfaction surveys were conducted at 2007, 2008, 2010. On the other 
hand, clients’ satisfaction surveys were conducted in 2005 and 2010 only. The following 
section will give a brief analysis of the outcome of these surveys.
7.2.3.6 CLIENTS’ SATISFACTION SURVEY OUTCOME
In regard to clients’ satisfaction surveys, the first survey (2005) was conducted at the 
institutional levels and analysed individually for each health centre. However, for 2010 
survey, the survey was conducted at each health centre although it was analysed regionally.
7.2.3.6.1 2005 CLIENTS’ SATISFACTION SURVEY
The survey covered PHC health centres but, as mentioned above, it was analyzedfor each 
institution. Thus, it is difficult to generalise the results and outcome of this survey for the 
whole Govemorate.
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1.13 .6.1 2010CLIENTS’ SATISFACTION SURVEY
The overall satisfaction score for health centre services in Muscat region was (72%). The 
satisfaction score for the health centre services varied from 100% to 84%. In regards to the 
courtesy of staff, medical record clerks had the highest satisfaction score (86%) compared to 
others categories in the study and were followed by courtesy of pharmacy assistants, doctors 
and nurses (83%). 56% of respondents visited the health centre less than 5 times in the last 12 
months. In addition, (75 %) of them had high satisfaction about health centre services. In 
Muscat Govemorate (84 %) of respondents didn’t find difficulties to reach the Health.
Figure 7.52 Top 10 satisfiers with PHC services
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Good understanding with center's staff
[
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3  83% 
3  83%
3  83%
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Figure 7.52 shows that the courtesy of medical records had the highest satisfaction score 
(86%), followed by courtesy of assistant pharmacists, doctors and nurses (83%). The first 
four categories in the top satisfiers in Muscat region was for the courtesy of staff, as well as 
the ninth one which was x-ray technicians. Thus, 50% of the top satisfiers accounted only for 
courtesy of staff. Additionally, cleanliness of waiting area and the clinics were among the top 
ten satisfiers (82%). Good communication with centre staff (no language barriers) scored 
among the top ten satisfiers (81%).
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Figure 7.53 Lower 10 satisfiers with PHC services
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Figure 7.53 above demonstrates the lower ten satisfiers. It can be seen that most facets had 
score more than (62%) except the speed of getting appointments in health centre and the 
waiting time that had scored 58%. It can be seen that 50% of the bottom satisfiers category 
was concentrated on the waiting time in health centres in Muscat region.
Figure 7.54 Courtesy of the Staff 
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Figure 7.54 illustrates the courtesy of staff. Medical record clerks had the highest satisfaction 
score (86%) compared to other categories. The courtesy of assistant pharmacists, doctors and 
nurses had the same overall satisfaction score (83%). The courtesy of the lab technicians 
scored the lowest satisfaction score compared to other staff in the health centres (76%).
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Figure 7.55 Waiting Time at PHC facilities 
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Figure 7.55 shows the overall time spent in health centres and the speed of getting 
appointments which had the lowest satisfaction score (58%). The highest satisfaction score 
for waiting time was in the medical records section (76%) and followed by the pharmacy 
section (75%).
Figure 7.56 Top 10 General Satisfactions
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Figure 7.56 demonstrates the PHC health centres with higher satisfaction rates scored by the 
clients. Wattayah Health Centre had the highest satisfaction with health centre services 
(87%). It can be seen that all the top 10 health centres had a general satisfaction score more 
than the score of region wise (72%).
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Figure7.57 Lower 10 General Satisfactions
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Figure 7.57 shows the lower 10 health centres that had been scored by clients with low 
satisfaction rate. Mazara Health Centre had the lowest satisfaction (58%). However, four 
health centres from Wilayat Al-Seeb had scored with low satisfaction rate (Al-Khoudh, 
Shadi, Mabilah, and Seeb). It can be seen that all the bottom 10 health centres had a general 
satisfaction score of less than the score of region wise (72%).
7.2.3.7 STAFF SATISFACTION SURVEY OUTCOME
For the staff satisfaction survey, the researcher could not compare the outcome results of 
these surveys in chronological sequence as the tool used to measure the satisfaction was 
different. Additionally, for the 2008 staff satisfaction survey, the tool was in Arabic and 
targeted only the administrative staffs that work at the health services at the Govemorate 
from all over the sultanate and not Muscat only i.e. it was a national survey.
7.2.3.7.1 2007 STAFF SATISFACTION SURVEY OUTCOME
This survey was intended to establish baseline data from which wilayats and PHC institutions 
could develop improvement strategies and action plans. The data were used to provide an aid 
in identifying real improvement opportunities.
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Figure 7.58 Overall satisfactions for staff survey
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Figure 7.58 shows the staff overall satisfaction rate. 73% were satisfied in working at the 
facility and 72% were satisfied with overall satisfaction with the profession.
Figure 7.59 Top 10 satisfiers for PHC staff
Top 10 Satisfiers ( All Staff)
Pride belonging to tlie facility' 
Working Schedule 
Recognition of good work by immediate.. 
No. of working hoius per month 
Safe working environment 
Team spirit 
Co-operation among staff 
Qualit}' of care provided 
Competence of staff in your facility 
Importance of work in your facility
Top 10 Satisfiers (All Staff)
0.66 0.68 0.7 0.72 0.74 0.76 0.78
Figure 7.59 shows the top 10 satisfiers of staff i.e. more than 70%. The importance of 
working at PHC facility scored 78%, followed by their competencies and quality of care 
provided, cooperation among staff, team spirit, safe working environment, number of 
working hours, recognition by immediate supervisor, working schedule and pride to 
belonging to facility.
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Figure 7.60 Lower 10 satisfiers for PHC staff
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Figure 7.60 shows the lower 10 satisfiers of FFIC staff. Opportunities for higher studies, 
promotion and pensions had scored lower than 60%. However the remaining facets scored 
between 60 and under 70%.
123.1.2  2010 STAFF SATISFACTION SURVEY OUTCOME
In 2010, the staff satisfaction tool used to measure the staff satisfaction was different.
Figure 7.61 Overall staff satisfaction rate
Dissatisfied 
15%
Very 
Dissatisfied,
Very Satisfied r  13%
Neutral
22%
atisfied
40%
Figure 7.61 shows that most of the staff were satisfied with work (total 53%). (22%) of staff 
were neutral. However, 25% were dissatisfied.
Additionally, 2010 staff satisfaction survey had measured different variables which were 
related to work. Such as resources, payment, work content, autonomy, supervision.
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opportunity for advancement, job security, prestige and provisional & patients’ relationships. 
For resources the survey results showed that staff facility competence seore of 78% of 
satisfaetion also quality of eare score of 77% but 62% only of satisfaction score for supplies 
and equipments and 69% score for safety, cleanliness and comfort of the working 
environments. For payment, most staff were dissatisfied with the salary. For work content, 
most staff were agreed that the work is important in the institution where they work (80%), 
however, they were dissatisfied about the workload (58%). For autonomy, organizing goals 
in the facility record scored highest for staff satisfaction (68%) after that the flexibility in 
doing work by (67%). For supervision, instructional abilities of immediate supervisor seored 
(75%) of staff satisfaction. For opportunity for advancement, on average it recorded (47%) 
for both indicators. In regard to job security, security in keeping job if duties are adequately 
preformed recorded (62%). The status/prestigeon average recorded (76%). For provisional 
relationship and team spirit among different eategories reeorded (73%) and colleagues 
cooperate in the faeility seored (75%). Patient Relationship on average scored (67%).
Figure 7.62 staff overall satisfaction response
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Figure 7.62 shows the overall satisfaction with the profession was 73% and satisfaction with 
working at the facility was 72%.
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Figure 7.630verall staff satisfaction rate
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Figure 7.63 demonstrates the overall satisfaetion. The satisfied staff was (60%) and 
dissatisfied was (9%), (6%) very dissatisfied. However, 19% were neutral.
7.2.3.8 COST OUTCOME ANALYSIS IN PHC
The Ministry of Health in Oman is generating the cost report for the faeilities on an annual 
basis. However, this report covers each Govemorate in alternate years i.e. the report is 
generated for each Govemorate onee every two years. For Muscat Govemorate, the data 
available was 2008 eosting report whieh will be used here in this section.
The basic costs consists of total yearly expenses directly relating, and easily identifiable, to 
the respective departments divided by total patients days or the total number of visits in ease 
of outpatient clinics and total number of tests or x-rays. The expenses or costs include the 
following: payroll and related expenses of the staff working full time in the respective 
departments e.g. nurses, payroll and related expenses of staff who work part time in the 
respective departments e.g. doctors who work part of the time in the operating theatre, part of 
the time in the clinies and part of the time in the wards doing rounds. The payroll and related 
expenses for such staff is charged aecording to the time spent in each department, medical 
supplies, food to patients and other expenses of the respective departments. The total 
expenditure was 6,553,588 R.O in 2006(10,923,487 GBP) compared to 10,245,584 R.O in 
2008 (17,077,288 GBP). The average eost per visit was 6.2 Omani Rial (10 GBP) in 2006
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compared to 8.2 Omani Rial (13.7 GBP) in 2008 (MoH, costing report, 2008). It can be seen 
that the total expenditure and the average cost of visits had increased.
7.3 SUMMARY
This chapter demonstrated the analysis of secondary data at this research. The Donabedian 
approach was used to assess the data i.e. approaches to assessment: structure, process and 
outcome of care. The structure approach covered the Human Resourees at PHC, training and 
qualifications of staff, QA documentation and the approved PHC policies. Process analysis 
covered the PHC indicators such as out-patients visits, common morbidities, utilization of 
services, electronic referral system, patients flow at different serviees and top management 
review meeting (TMR). The outcome analysis covered the cost of service delivery, the 
outcome of diabetic care management, outcome of the seventh fifth year plan indicators and 
results of satisfaction surveys of staff and clients.
All secondary analysis was carried out in the timeframe fi*om 2002-2010. However, the data 
was not completed, some information was missing in eertain years, which means the 
doeumentation system in PHC is not eonsistent and the registers are incomplete. 
Additionally, it can be seen that the eonstancy of conducting the survey is not standardized 
and not planned regularly. There is also a five years gap between the first and seeond 
customer satisfaction surveys which is a long period.
In the next chapter, the analysis’s of the research primary data i.e. questionnaire survey will 
be presented.
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Chapter 8
Research Findings 2: Primary Data: Quantitative Data Analysis 
of Questionnaire Survey
8.0 INTRODUCTION
This chapter will interpret the primary data collected by the questionnaire survey of this 
research. The data obtained from the questionnaires were coded and recorded and analyzed 
using Statistical Package of Social Science (SPSS) version 16. The first part in this chapter 
presents the demographic of the sample population. The tool for analysis of the questionnaire 
for evaluation of quality system in Primary Health Care in Oman consists of 5 major areas in 
quality system: quality assurance documentation; involvement of patients; process based on 
standards; human resource management and process improvement based on quality 
improvement procedures. Thus, the questionnaire will be analysed with the presentation of 
the five facets.
8.1 DEMOGRAPHY ANALYSIS
The overall response rate was 91% (42 respondents out of 46 targeted populations). The 
highest response rate was from the QA focal points (10 respondents) 23.8%, followed by the 
nurses in charge at the health centres (9 respondents) 21.4%. The head of the health centres 
had equal response 16.7% to other category respondents (7 respondents for each category) i.e. 
doctors or paramedical staff working in QA system in PHC. 7.10% was the response rate for 
the regional QA coordinators (3 respondents) . The head QA at a regional level had similar 
response to the Wilayat health directors and Wilayats nurses in charge (total 6 respondents) 
(4.8%) as illustrated in Figure 8.0
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Figure 8.0: Survey Response Rate
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Figure 8.0 shows the response rate as per respondents’ designations, whieh were: Director of 
Health Services of Wilayat; Regional Head of Section; Head of Health Centre, Wilayat Nurse 
in Charge, Health Centre Nurse in Charge, Regional/Wilayat QA Coordinator, QA Foeal 
Point and others not included above, such as General Practitioners, nurses or paramedical 
staff but have knowledge of QA system in PHC.
Figure 8.1: Experience in PHC
Figure 8.1 above shows that 10% of the respondents were working less than 2 years in PHC, 
compared to 29% working 2 to 5 years. Most respondents had more than five years’ 
experience working at primary health care (62%).
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Figure 8.2: Percentage of involvements in extra duties
31%
Figure 8.2 illustrates that 69% of respondents were involved in extra duties other than QA 
system work compared to 31% who were not involved in extra duties.
Figure 8.3: Idea of introducing accreditation system at PHC
Surprisingly, 100% of the respondents welcomed the idea of introducing the accreditation 
system at PHC, as shown in chart 8.3 above.
The following section demonstrates the detailed analysis of each question by focusing on the 
five focal areas covered in the questionnaire survey i.e. the QA documents, patients’ 
involvement, standards, HRM and QI procedures.
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8.2 QA DOCUMENTS
This focal area is concerned with the documentation of QA processes such as the mission, 
action plans, quality policy, annual reports and quality profiles.
8.2.1 QUESTION 1
Does your health centre have one or more of the mentioned documents?
Figure 8.4: QA Documentation
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Figure 8.4 above shows that almost all of the respondents (92.9% )agreed that they have an 
annual quality report for all activities that were performed to assure the quality of care and 
the results of the activities at the health centre. 90.5% agreed that they have a written vision 
and priorities of the health centre. 83% agreed that they have a quality policy document that 
describes the aims of quality assurance, the desired level of care delivery and the ways for the 
health centre to achieve these goals. Equally, 83% had a quality action plan for the whole 
health centre i.e. a written document with measures for implementation and planning of 
actions to realize quality goals for the facility. 81% had a quality action plan for some 
serviees within the health centre. 73.8% had a quality manual or a quality handbook that 
explains all procedures that the health centre uses for quality assurance and the persons that
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are responsible for eompliance with the procedures. Similarly, 73.8% had a quality profile 
whieh is a concrete description of quality characteristics and the quality standards of health 
eare delivery at the health centre level. However, only 57% agreed to having a quality action 
plan for every service within the facility. 47.6% only had a detailed description of the care for 
different patients’ population.
8.3 HUMAN RESOURCES MANAGEMENT
This focal area illustrates how the provider organization paid attention to the involvement of 
their professionals in QA/I.
8.3.1 QUESTION 2
Does your health centre have/make special provisions for the implementation of activities of 
quality assurance /improvement?
Figure 8.5: Response to Human Resources Management
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Figure 8.5 above demonstrates that the highest response to this question was towards the 
presence of a QA technical committee at the health centre level (79%) where the respondents 
agreed that they have set up a QA steering committee i.e. the technical committee at the
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health centre level. Likewise, 76% agreed that the organization make a special provision for 
training, education of staff, management and professionals. 60% mentioned that they have set 
up a quality working group. It can be seen that 57% stated that the professionals are allowed 
to participate in QA activities within regular working hours. Similarly, 57% had appointed a 
quality coordinator. However, only 26% had the support of a QA consultant from the central 
level and 10% mentioned that a budget is allocated for quality management. The remaining 
10% of the respondents had no special provision in this aspect of the HRM question.
8.3.2 QUESTION 3
Is there a relationship between human resources management and quality policy in your 
health centre?
Figure 8.6: The relationship between HRM and Quality policy
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It can be seen from Figure 8.6 above that 69% agreed that the relationship between human 
resources management and a quality policy in the health centre related to training new 
professionals in quality improvement methods and that participation in quality improvement 
projects is required. Moreover, 50% agreed that continuous education takes place based on 
priorities in the quality policy and 47.6% stated professionals are encouraged to develop
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themselves in their profession. However, only 38.1% stated that the selection of new 
personnel was based on their positive attitude to a quality assurance program.
Additionally, 69% agreed that the health centre is training new professionals in QI methods 
and similarly 69% stated that participation in a quality improvement project is required. 
Continuous education that took place based on priorities in the quality policy was 50%. On 
the other hand, 47.6% agreed that professionals are encouraged to develop themselves in their 
professions. 9.5% of the respondents had chosen that this question does not apply.
8.3.3 QUESTION 4
How does the management stimulate the involvement of professionals in quality 
assurance/improvement?
Figure 8.7 Management stimulate professional involvement in QA
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Figure 8.7 above shows that 67% of respondents agreed that the management indicated what 
is expected from them in regard to the QA program. However, 60% had systematic feedback 
from the management to professionals about results achieved in the QA program. In addition, 
52% indicated that management checks whether professionals stick to commitments and 
monitor department action plans. However, only 14% said management gives incentives and 
surprisingly, 7% think that stimulation is not necessary as professionals pay enough attention 
to quality assurance/improvement programs.
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8.3.4 QUESTION 5
What kind of standards do professionals use in your health centres? 
Figure 8.8 Standards at health centres
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Figure 8.8 demonstrates that 45% indicated that the respondents had standards for specific 
treatments/interventions, 48% had standards for patients’ education, 31% had standards for 
restricted medical actions, 43% had standards for the utilization of medical equipment, 26% 
had standards for critical moments in service provision, 38% had standards for specific target 
groups and diagnoses, 29% had standards for patient routing from intake to discharge and 
57% had standards for co-operation with other institutions/organizations.
8.4 PATIENTS’ INVOLVEMENT
This focal area covers the patient involvement at the organizations and their participation at 
the QA/I activities such as in developing quality criteria and standards, involvement at the 
quality committees, or involvement in the results of the clients’ satisfaction surveys or quality 
improvement projects and in evaluating quality improvement goals.
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8.4.1 QUESTION 6
In what way are patients involved in quality assurance or improvement in your health centre? 
Figure 8.9 patients involvement
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Figure 8.9 shows the responses to the involvement of patients were equal. 50% agreed that 
patients were involved always or depending on the subject in comparison to 50% that stated it 
does not apply to PHC. Patients were involved depending on the subject was meeting and 
talking about results of satisfaction surveys, complaints and when evaluating quality 
improvements goals. However, other parameters measured that does not involve patients 
were areas such as when developing quality criteria, developing protocols/ standards, at 
quality committees and quality improvement projects. Below is the detailed description of 
the responses to this question.
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Figure 8.10 Patients’ involvement in developing quality criteria
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Figure 8.10 above shows that 57% agreed on the involvement of patients when developing 
quality criteria. Conversely, 43% of the respondents did not agree that patients are involved.
Figure 8.11 Patients’ involvement in developing protocols/standards
Devcilopinc
protocols/
s t a n d a r d s
o/Ooo« not apply
Figure 8.11 illustrates that 61.9% stated that patients are not involved when developing 
standards or protocols. However, 19% responded equally that patients are always involved or 
involved depending on the subject.
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Figure 8.12 Patients’ involvement in satisfaction surveys
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Figure 8.12 above illustrates that 38.1% agreed that patients are involved depending on the 
subject. 28.6% stated that patients are always involved. The remaining 33.3% stated that 
patients are not involved in this aspect.
Figure 8.13 Patients’ involvement in quality committees
duality
committees
It can be seen from Figure 8.13 that 64.3% stated that patients are not involved in the quality 
committees in comparison to 16.7% whom agreed that patients are involved and 19% agreed 
that patients are involved depending on the subject.
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Figure 8.14 Patients’ involvement in quality improvement projects
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Figure 8.14 demonstrates that 19% of the respondents agreed that patients are always 
involved in quality improvements projects. However, 35.7% agreed that patients are involved 
depending on the subject and 42.9% stated that patients are not involved in QI projects.
Figure 8.15 Patients’ involvement in evaluating quality improvements goals
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Figure 8.15 shows that the response to this question was equal. 50% agreed that patients are 
involved in evaluating QI goals depending on the subject. However, the response to 
remaining 50% was 38.1% and 11.9% that patients are not involved and always involved 
correspondingly.
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8.5 QUALITY ASSURANCE AND IMPROVEMENT ACTIVITIES
The final focal area covers 14 items that are designed to measure process improvement at the 
health centre and conducted using a Deming cycle i.e. PDCA. These items are: peer review 
mono disciplinary; peer review multi-disciplinary; utilization of individual care plans; quality 
committees e.g. incidents, infection or drug committee; job assessment interviews; internal 
audits; visitation/accreditation; management information system; satisfaction surveys among 
patients; satisfaction surveys among referrers; satisfaction surveys among employees; need 
survey among patients; need survey among referrers or other stakeholders; complaint 
registration and patients council.
8.5.1 QUESTION 7
Does your health centre apply the following activities on a regular, systematic basis?
Figure 8.16 QA /I Activities
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Figure 8.16 above shows the majority of the respondents (48%) stated that the 14 activities 
are not applied on a regular basis at the health centre. In comparison to 31% that stated that 
this concept is not applied at all in their setting i.e. PDCA. However, 12% stated that the 
activities are conducted on cyclic basis i.e. the activity is applied based on the quality 
improvement cycle and 10% agreed that the activities are conducted on a systematic basis
218
which means that the activity is applied based on a quality improvement cycle and the 
activity is integrated into the normal daily/work routine.
Figure 8.17 Responses to QA /I Activities-1
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
2 0 .0 %
10 .0 %
0 .0 %
69.0%
54.8%
28.6%
-14 .3%
2 1.4%
-^ A%-
Peerreview monodisciplinary
45.2%
7.1%
JZ l
2.4%
Peerreview multidisciplinary
14 .3%— 14.3%-
Utilization of individual care plans
Figure 8.17 above shows that 54.8% of the respondents did not have any peer review at the 
same discipline for example revision of the QA audits at same services i.e. dental services, 
chronic diseases and mother and child health etc. However, 28.6% stated that they donot 
have the peer review mono disciplinary on regular basis. The remaining 14.3% said they were 
conducted on a cyclic basis and 2.4% on a systematic basis respectively.
Additionally, for the peer review multi disciplinary, 69% stated that it is not conducted on a 
regular basis for multi services e.g. the chronic disease with health education and dietician 
team approach. 21.4% stated that is not conducted at all and 7.1% cyclic and 2.4% 
systematically carried out.
In regard to utilization of individual care plan, 35.7% stated that it is not perfonued, 45.2% 
stated that is not carried out on regular basis, 14.3% conducted on a systematic basis and 
4.8% on a cyclic basis.
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Figure 8.18 Responses to QA /I Activities-2
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Figure 8.18 above demonstrates that for activities related to committees such as infection 
control, incidents reporting, and drug committees, 57.1% of the respondents stated that these 
activities were not carried out in regular basis, compared to 23.8% that said they were 
conducted on cyclic basis and 4.8% said they were conducted in a systematic manner. 
However, 14.3% stated that this was not conducted at all at the health centre.
For the job assessment interviews, 52.4% agreed that this activity was not conducted at the 
health centre. 31% stated that it was not conducted on a regular basis, 9.5% systematic and 
7.1% cyclic respectively.
For internal audits activities, 57.1% said the PDCA cycle is not performed on a regular basis, 
23.8% agreed it is performed systematically, and 14.3% carried out in cyclic manner. 
However, 4.8% said it was not performed at the health centre.
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Figure 8.19 Responses to QA /I Activities-3
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Moreover, Figure 8.19 displays that for visitation and accreditation, the majortity said this 
activity was not applied (47.6%), 38.1% said it was conducted but not on regular basis, 
11.9% said cyclic and 2.4% systematic. For management of information system, 66.7% stated 
that the PDCA is not carried out on regular basis, compared to 11.9% that said no, 16.7% that 
said cyclic and 4.8% that said systematic. In addition, for the satisfaction activities among 
patients, 64.3% said that this activity was not conducted on a regular basis, 26.3% said cyclic 
and 9.5% said no.
Figure 8.20 Responses to QA /I Activities-4
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Figure 8.20 shows activities related to satisfaction among referrers. 54.8% stated that this 
activity was not conducted, in comparison to 31% that said it was not carried out on regular 
basis and 13.4% said that it was carried out on a cyclic basis. Moreover, 59.5% said that 
satisfaction among employees was not conducted on regular basis. Likewise, the remaining
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agreed that this activity was conducted at cyclic and systematic manner (7.1%). However, the 
remaining respondents said no.
Figure 8.21 Responses to QA /I Activities-5
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Figure 8.21 illustrates the need survey activities among patients and stakeholders. It can be 
seen that 54.8% stated that the need survey among patients was not conducted on a regular 
basis in comparison to 40.5% that said it was not conducted. The 4.8% said it is conducted on 
a cyclic basis. On the other hand, 61.9% agreed that the need survey was not conducted 
among stakeholders. 38.1% said it was not conducted on a regular basis.
Figure 8.22 Responses to QA /I Activities-6
60.0%
50.0%
40.0%
30.0%
20 .0%
10 .0%
0 .0%
54:8% -
47 .6%
21.4%
14.3% — 14.3%
C om plian t registration
31.0%
11.9%
2.4% 0 .0%
P atients council
4.8%
_[=L 0 .0%  0 .0%
other activ ities
Figure 8.22 above illustrates that in regard to complaint registration, 47.6% said that this 
activity was not conducted on regular basis, 21.4% stated that it was not conducted. However, 
the remaining said it was conducted either cyclic or systematic (14.3%). For the patient
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council activity, the majority agreed that this was not carried out either regularly (31%) or at 
all (54.8%). Some stated it was performed cyclic (11.9%) or systematic (2.4%). 4.8% said 
that there were other activities that were performed by PDCA but not specified.
8.6 SUMMARY
This chapter has demonstrated an in depth analysis of the five components surveyed by the 
questionnaire as a primary source of information, they are: quality assurance documentation; 
involvement of patients; process based on standards; human resource management and 
process improvement based on quality improvement procedures. The overall response rate 
was 91% (N=42) out of 46 targeted population. The response to the documentation facet 
varied between 90-48% depending on the type of documentation available in the health 
centre. Almost all respondents 76% had special provision for training and education of 
professionals, staff and management and 60% had set up quality working groups. However, 
support by QA expertise was 26% and only 10% had an allocated budget for quality 
management.Additionally, 69% agreed that there was a relationship between human 
resources management and quality policy in the health centre related to training new 
professionals in quality improvement methods and participation in quality improvement 
projects is required and half (50%) agreed that continuous education takes place based on 
priorities in quality policy. The availability of standards to cooperate with other organizations 
also varied between 57-26%. The response to the involvement of patients was 50%. Patients 
were involved depending on the subject such as discussing the results of customer 
satisfaction surveys, complaints and when evaluating quality improvements goals.
The next chapter will look at the analysis of the interview data.
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Chapter 9 
Research Findings 3: Primary Data: Interviews with Quality 
Management Stakeholders
9.0 INTRODUCTION
This chapter will discuss the analysis of the interviews conducted for this research. The semi 
structured interviews consists of ten major themes as follow: QA program, management and 
supervision, training, QA research, community & staff empowerment, QA monitoring, QA 
design, quality improvement, standards and QA culture. The analysis will go through the ten 
themes and will explore the views of ten participants. Data will be presented with minimal 
discussion explaining context; further discussion will be integrated at Chapter 10.
9.1 THEMES & QUESTIONS OF SEMI STRUCTURED INTERVIEWS 
Table 9.0 Semi-structured interviews questions and themes
Themes Questions :
QA program 13. Describe your views /experience about the current QA program in PHC?
14. How did the QA program evolution relate to changes in the primary health care system
overall?
Management and 15. What is the role of managers and supervisors in QA at every level of the health system?
supervision Central/regional/health centre
Training 16. Can you give an overview of the training in QA program?
17. Has there been any research conducted related to QA program
QA research 18. Are there any efforts for community/staff involvement in quality improvement?
19. How helpful the work on audit been? Please provide some examples.
Empowerment 20. Describe quality design activities?
21. What is happening in quality improvement i.e. monitoring QA performance?
QA monitoring 22. How standards are: developed, approved, communicated, documented, disseminated and
revised?
QA design 23. Has anything changed in the workplace as result of QA program? Please give examples.
24. What have been the deficienciesVsuccesses/challenges in QA program?
Quality
Improvement
Standards setting
QA culture
Table 9.0 shows the semi-structured interviews questions used in this survey
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9.2 PARTICIPANTS’ DETAILS & BACKGROUND 
Table 9.1 Participants’ details & background
Participant Organization Title
K. Ministry o f Health - HQ Advisor and supervising the Directorate General 
o f Health Affairs
L. Ministry o f Health - HQ Head o f PHC & Director o f QA and patient safety
M. Ministry o f Health - HQ Advisor& Consultant - QA
N. DGHS-Muscat Former Director General o f Muscat 
Minister Advisor for Development Affairs
0 . DGHS-Muscat Regional Head o f QA
P. DGHS-Muscat Family physician QA focal point
Q. DGHS-Muscat Family physician 
QA focal point
R. DGHS-Muscat Wilayat Director-PHC
S. DGHS-Muscat Family physician-PHC
T. DGHS-Muscat Family physician-PHC
Table 9.1 above shows the details of participants at the interview survey. The first four 
participants were from the main ministry of health- HQ. However, the remaining six were 
from Muscat Govemorate. The interviews had covered the key stakeholders of quality 
management system either from main ministry or the region in order to give comprehensive 
views about the quality system in FHC and each participant coded with an alphabet letter 
from A to J.
9.3 THEME 1 : QUALITY ASSURANCE PROGRAM
This theme covered the QA program, its views and the participants’ experience about the 
current QA program in FHC and the QA program evolution related to changes in the primary 
health care system. The participants gave their views regarding the start of the QA program in 
FHC and the stages of its evaluation. Most participants agreed that a big change had 
happened in FHC since the implementation of QA program. They think improvement had 
occurred and this improvement was referred back to QA program monitoring process that 
happened and introduced for the first time in FHC in 2002. Farticipant J pointed out that 
since the start of QA program a culture had been created that wasn’t there in FHC. Although 
the change process was difficult, especially for staff, pin pointing the mistakes was difficult
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to accept though it was clear that this is part of improvement process. Surprisingly, 
participants pointed out that since implementation of QA program there was no motivation 
for the staff and hence no creativity and the program became a routine process:
.... the first 2 years, starting in 2006,1feel the staff were knowledgeable about the QA system 
and tried to do their best. In 2007, it was like static. There is not much dijference. In 2008, 
they were all getting bored. They don’t want to do self-assessment.
(Participant H)
Participant A agreed that to some extent the awareness of QA program had reached the staff 
and community, however, he stressed that more work needed to done at laboratory and X ray 
services in PHC. Participant D mentioned that the QA program had developed to a major 
extent in Muscat Govemorate. Thus, she stressed the point that the QA program needed to be 
recognized by other institutions and to be appreciated by people. Participant F felt that the 
there is a lack of documentation and had pointed this out because of a shortage of staff to 
cover the program.
All participants agreed that the QA program is very important and essential in PHC services 
and the issue of client satisfaction was stressed with high importance. Additionally, the issue 
of continuous improvement was pointed out:
Since quality is focusing on our patients we have to achieve their satisfaction. Whatever we 
are implementing in the quality processes, at the end we should gain customer satisfaction. It 
needs more improvement every time.
(Participant G)
However, the issue of stmcture constraint and difficulty was brought in and participants 
believed that if the current stmcture modified to accommodate the different service in PHC to 
better patients’ care can be delivered effectively:
We need privacy and confidentiality fo r  our patients. The structure o f the health centre is not 
helping us to provide better patient care. This is a major issue. We are trying our best to give 
a better service but with limitations o f this sort, we cannot achieve it.
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(Participant H)
The point of being a focal point for QA program was brought up and focal points were not 
clear about their role in PHC. However, they pointed out that with the training program and 
workshops they become aware about their responsibilities.
With regard to the evolution of QA program in PHC, most participants agreed that this 
evolution had led to changes in PHC services. Participant D felt that changes had occurred in 
terms of client satisfaction, standardization of services and in developing PHC policies. The 
central stakeholders of QA program believed that the changes in the QA program goes in 
parallel with international and health updates, for example when H lN l outbreak happened a 
quality checklist was developed to cover this issue, and according to health changes they 
accommodated the services in PHC.
Additionally, participant F raised the issue of satisfaction surveys and stressed on the point 
that staff satisfaction needs to be given a consideration. However, participant G said that a 
good achievement was reached in terms of clients’ satisfaction. Participant J agreed that there 
were changes in the services provided at different clinics in PHC and these helped to solve 
the deficiencies and that the QA program helped to eliminate these deficiencies although 
some were difficult and beyond the program and the capabilities of the individuals who are 
running or supervising the program he said:
I  think i f  there is a good commitment from the in-charge o f the health centre maybe they will 
achieve a better improvement. Even the in-charge o f the health centres become down i f  they 
think that there is no change or no solving o f problems.
(Participant J)
Participant H agreed that the management of chronic disease is better managed at PHC by the 
family physicians; however, the quality of care needs to be evaluated. She related this to the 
issue of the QA checklist that is used to audit the services. These quality lists are mainly 
focused on the structure and process and outcome apart from the clinical outcome i.e. no 
patient management.
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The checklist is not related to clinical care. There is no check on the patient information 
system. It is only focused on the structure. In general, the quality is a major role in improving 
the health services. For the future, to get more on clinical aspects will be excellent.
(Participant H)
9.4 THEME 2: MANAGEMENT &  SUPERVISION
This theme covered the role of managers and supervisors in QA at central, regional and 
health centre levels. The views were different depending on the respondents’ level of working 
i.e. at main ministry level, regional or health centre level. All respondents agreed on the 
importance of effective, clear and smooth communication between all levels that is essential 
to run the QA program.
The central level managers thought that enough support is giving to regions. They provide 
trained focal points to work at the QA system in PHC and the point of exchanging 
experiences between the regions was stressed:
Supervision from the central is very important. It helps to guide focal points, keeps them 
updated with what is happening in the central level. Standardization is what they are doing 
with other regions because you can easily get carried away and start doing your own thing. 
Supervision is not just fo r checking but acting as a liaison between the central and the 
regions and acts as supervision plus guidance and support. It can be on both ways, they can 
come and visit us or we can go and supervise. We can exchange the experience with other 
regions through the central.
(Participant E)
In regard to regional supervision, participant B believed that 90% of QA/I work is operational 
and conducted at regional level. Muscat region was self-dependent on QA initiatives in terms 
of documentation, policies, protocols and guidelines. However, all these were approved at 
TMR meetings and at regional administrative committees. Furthermore, the regional head of 
the quality section stressed the need for expertise in conducting QA training; however she 
mentioned that the central support from main ministry is available when needed. The regional
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staff emphasized the importance of the central support and cushion; they believed that this is 
essential in aspects of QA program such as planning, training, monitoring and updating the 
audit checklist. On the other hand, the regional staff had strong support and commitment 
from the regional director general and immediate supervisors, along with the presence and 
dedication of the QA focal points at health centres level.
Additionally, the QA focal points staff thought that their main role at the health centre is to 
train the staff on quality aspects. The head of the health centre should have good 
communications with both regional and central level. The role of the quality in charge at the 
wilayat level expressed:
I  have to train the people in the wilayat and I ’m also conducting the evaluation fo r  the 
implementation o f the quality process in all health centres plus monitoring i f  there is any 
achievement o f their objective and how to reach better achievement o f the quality objectives.
(Participant G)
Each one has its role in his practice. In the clinical part, I  have to implement the quality in 
the clinical part. In administrative part, I  have to strictly follow the plan the quality in the 
health care. From the professional level, they have to be updated on the changes.
(Participant F)
The regional QA focal points pointed out that they are working on the QA program in 
addition to their original work in PHC which causes a heavier workload and they don’t have 
time to work on QA activities assigned to them on time. Hence, this process of 
decentralization of QA program needed more organisation and communication from the 
higher authorities.
9.5 THEME 3 : QA TRAINING
The third theme is the training in the QA program. From the central point of view the issues 
of capacity building for QA program and planned QA training were stressed. However, one
229
problem facing the continuity of QA program is the turnover of staff; hence continuous 
training is needed:
Because o f this turnover o f staff we found some difficulties, hut we are trying to settle it and 
reduce the turnover. I t ’s an on-going program and we have the training o f trainers which will 
help a lot so it won’t be a burden to one or two persons. The more people trained the better.
(Participant E)
On the other hand, the regional QA staff had different views. They felt that the training is on­
going and mostly covers QA awareness and communication skills workshops. Little training 
was decentralised where the wilayat had a trained QA focal point. However, the regional QA 
staff believed that that the central and national training is essential and regular monitoring 
and cushion from the central staff is needed. They felt that more QA awareness is needed as 
the turnover of staff in PHC is fast, so training needed to be continuous. Additionally, 
expertise in QA training field is needed to enhance the quality of the training. The importance 
of communication skills is stressed as a significant aspect of the QA program. Additionally, 
most participants felt that a regular update and refreshment of previously trained staff should 
run parallel with the training of new staff as well. More training programs are needed which 
are related to the QA program such as infection control and patient safety.
9.6 THEME 4: QA RESEARCH
The fourth theme covered the QA research conducted in PHC. All participants agreed that the 
first survey conducted in PHC was the customer satisfaction survey. They felt a staff 
satisfaction survey was needed also. Additionally, QI projects were initiated at a wilayat 
level. However, no other researches were conducted and they referred the reason to 
unavailability of trained staff at the research area. One participant explained this by saying:
We have done something but i t’s really limited to health centre only and related to the service 
fo r quality improvement. We can be involved even not only in the health centres, like in the 
wilayat and regions but we need support. I  am really interested in but I  don I  have the 
facilities to do it.
(Participant H)
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A quality focal point felt that the outcome of the customer satisfaction survey had led to areas 
which needed to be surveyed further. Additionally, the central director of QA felt that that the 
current system needs to be evaluated and suggested a survey should be conducted in this 
regards.
9.7 THEME 5: EMPOWERMENT
The fourth theme is concerned with staff and community involvement at the QA program. As 
per outcome of the interview, the community were involved directly or indirectly at the QA 
program. The involvement of the community was presented by the presence of different 
community stakeholders at the health technical committee at the wilayat level, where they 
met and discussed issues related to health services. Additionally, the community were 
involved through participation in community based initiatives.
However, one participant felt that most activities were conducted by involving staff, but that 
community involvement was limited. Another participant believed that the ‘3 Cs card’ which 
is conducted regularly at the health centres where the complaints, comments and 
compliments are recorded by the clients and patients showed community participation in the 
QA program improvement through giving their views and comments in addition to the 
presence of the suggestions box at the health centres.
Moreover, two participants (E&G) felt that nothing have been done at a community level 
apart from the points mentioned above. However, they felt that community involvement is 
one of the most essential parts in a QA program:
Until now I  don V think there is. But fo r  such activities like customer satisfaction, it means we 
are involving people by giving their views how we can get their expectations and how we can 
improve their satisfaction but still not into the planning process.
(Participant G)
It can be seen that the community is not yet involved at the planning stage in PHC. Their 
involvements were only related to their views about service delivery only. Additionally, the 
community needed to be involved with the outcome of customer satisfaction surveys.
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9.8 THEME 6: QA MONITORING
The sixth theme is concerned with QA monitoring and works on the audit system. The audit 
system is carried out in three stages: internal, self-assessment and external audits. Various 
respondents had different views regarding the audit system in PHC. The former Director 
General of Health Services in Muscat Govemorate felt that there is a need to start clinical 
management audits for patients’ care e.g. in diabetic care management. He added also that an 
improvement is needed for the computerized system in PHC i.e. A1 Shifaa to be more 
powerful in terms of extracting the statistics and information related to disease outcome that 
the current system is lacking. Further, he stressed the point that the audit system is 
functioning well at regional level; however, no audits have been done from the central-MoH- 
HQ level to monitor the regional performance as PHC service is dynamic and needs regular 
and continuous auditing. He pointed out the idea to strengthen the private sector and the 
community at PHC audit system. The current checklist that is used to audit PHC consists of 
stmcture, process and outcome; however, it does not tackle in depth the clinical aspects of 
management of diseases.
Other respondents felt that the audit is a good tool to show their performance and gives the 
opportunity for improvements. However, trained auditors are needed in addition to train the 
auditors in communication skills while they conduct the audit:
... but it has to be done with the right attitude and with proper training otherwise it won’t be 
a helpful experience but the other way around.
(Participant E)
What the auditors have to do is giving help to the service instead o f blaming the service. 50% 
o f the certified auditors are not f i t  to be auditors.
(Participant H)
Yes it is very helpful. When you do the auditing you will discover problems and you will try to 
solve them...
(Participant I)
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Moreover, the respondents believed that the audit is very helpful in meeting the required 
standards in PHC and to identify the gaps in the system that will lead to quality improvement 
as an overall outcome.
Other respondents agreed that the most important point is to work on the outcome of the audit 
reports and find solution. However, a lot of problems are related to the structure part of the 
audit checklist where staff are still suffering from structural constraints in PHC; they have to 
deliver all PHC services and accommodate the expansion of the service with the same 
structure:
Our main concern was about the audit ...we need to do it by ourselves for our staff and 
patient satisfaction. In the beginning, we were so enthusiastic to give points to make it good 
and effective but we want to consider something related to practice, administration and 
patient demands. Regarding administration, we found some things about the structure and we 
can’t modify... the structure is a major issue, we are trying our best to give a better service 
but with limitations o f the thing, we cannot achieve it.
(Participant H)
Additionally, family physicians expressed the issue of increasing the audit of private clinics 
which is added work. She suggested that the stakeholders should focus on the primary health 
care auditing first; then they can move on to private sector auditing. She mentioned the 
importance of having complete registers e.g. in chronic diseases or in mother and child health 
services. Additionally, a complete documentation and a plan for the future are needed. A user 
friendly computer system is required as the current system is not supporting them which led 
to delays in delivering services and hence patients are dissatisfied.
The advisor of health affairs at MoH-HQ believed that there is a need to strengthen the 
monitoring system and accountability on the quality and the auditing system. He felt that the 
main ingredients are lacking. For example, the qualities of prescribed drugs by the PHC 
doctors are not known as a statistic per each month. Additionally, he felt that the quality 
program will be much more strengthened once a system of accreditation is initiated.
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However, an awareness of the quality and dissemination of the terminology and the system of 
the quality needs to be strengthened:
...it is not also in the quality point o f view i f  the less prescribed is better, or the more 
prescribed is worse. We have to justify why the doctor is giving the certain amount o f  
prescription.
(Participant A)
However, an interesting finding is that the audit activities were not the same since the 
implementation of the QA program:
The monitoring o f the program is not like before. I  also don’t want to make unfair comments 
...but there is a monitoring through the feedback from some visits. The commitment o f the 
higher levels or different levels is not like before.
(Participant J)
9.9 THEME7: QA DESIGN
The seventh theme is the QA design that is concerned with QA activities conducted in PHC. 
The respondents agreed that there are other activities in the QA system such as zero defect 
day, 3Cs card, best staff and the 5 minutes meetings. All these activities are conducted as per 
the annual QA plan. However, the implementation of some activities are not unified in all 
health centres e.g. 5 minutes meetings which are not carried out in all PHC institutions as per 
the plan. The respondents welcomed that idea of best staff as a motivating tool in PHC. The 
respondents liked the idea of involvement of the staff in setting the annual QA objectives at 
the health centre level; where different categories of staff are involved at setting and planning 
the quality objectives.
9.10 THEME 8: QUALITY IMPROVEMENT
Most of the participants responded to this theme similarly to the answers related to the QA 
monitoring theme. The idea of QI is not clear and no participant mentioned either the key 
performance indicators in PHC or the PHC service indicators and the service utilisation
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reviews where all these data are available at the registers or the computerised Shifaa system. 
It can be seen that the QA staff are not utilising the available data to make decisions and 
improvements on the current system. This is can be aligned to the findings in chapter 7, 
where most data at the register i.e. diabetic register are incomplete or unavailable. In 
conclusion, there is a defect in the documentation process in PHC.
.we are really not involved and we are just being updated.
(Participant H)
Another area of improvement mentioned by the participants in terms of staff was the number 
of focal points needs to be increased:
... they need to be given more time, like a few  days off, just to concentrate on quality and the 
role o f the focal point needs to be strengthened.
(Participant D)
9.11 THEME 9: STANDARDS SETTING
This theme discussed the idea of standards setting, development, approval, communication, 
dissemination and revision. The response to this question was diverse. The central QA staff 
responded that during the development of standards all staff and QA focal points were 
involved and met with the presence of QA expertise. Teams will be formed according to 
subject and then it will be approved by the central QA/I committee. The next step is to 
communicate theses standards to wilayat and regions. However, the Director of QA 
mentioned that there is a still a problem at the dissemination of standards and that it is not 
reaching all staff. In regard to revision of standards, she mentioned that the process is very 
slow as the feedback is poor from the PHC program in charges in HQ.
On the other hand, the field QA staff had different views. They believed that very few are 
involved at the development stage and the standards reached PHC after development and 
approval from the main ministry without involving the key end users in PHC.
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No I  am not involved in the development because I  know there is a committee that developed 
these. Recently we have had some o f the updated checklists.
(Participant I)
Another respondent said that the current QA tool or checklist are incomplete and does not fit 
the requirements of PHC services.
I f  we speak specifically about the standards, it’s different from the actual fo r  different issues. 
I f  we speak about the checklist itself, we can say it’s not practical and it does not f i t  primary 
health care. But we understand that this checklist is not only fo r  primary health care.
(Participant F)
...if you see the checklist, there are areas which are not applicable for primary health care. 
Involvement o f other people, like clinicians, is very important.
(Participant G)
However, for the dissemination at PHC the health centres had a file and all staff had 
eligibility to access and to revise the standards. However, it is not disseminated properly to 
all those concerned.
9.12 THEME 10: QA CULTURE
The final theme is the QA culture that covers the changes in the workplace as a result of the 
implementation of national QA program in PHC. Additionally, it covers the deficiencies, 
successes and challenges of the QA program.
9.12.1 QA CHANGE IN PHC
Most of the respondents agreed that a change had happened at PHC since the implementation 
of the QA program. For example, the advisor of health affairs believed that the 
computerization at PHC had helped a lot in the documentation process. Another area of
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improvement was the formation of family units where all families are assigned to a group of 
physicians to ensure continuity of care delivery:
... /  think the quality has changed in the primary health care because o f their systems which 
are coming and I ’m sure that it will change further with more training and more systems o f  
accountability fo r  the staff
(Participant A)
Additionally, the culture of the staff had changed; they’re looking into the improvement and 
better service delivery for their clients in order to achieve customer satisfaction, patient safety 
and staff safety. However, it is mentioned that all this depends on the attitude of staff and 
how they are trained:
...but most o f the things now we feel and we take their contributions ...they do complain they 
had a workload but there are some improvements. They feel that people listen to them more 
now.
(Participant F)
Furthermore, at the health centres where new PHC policies had been implemented there were 
changes and the quality culture had changed; staff are more committed and interested in 
work. Another respondent mentioned that the QA program initially was focused on the level 
of ministry and the region. However, now it is disseminated to all staff in the regions. This 
had given more chance to the staff to work and to assign responsibilities and to monitor the 
quality performance at the wilayats. Surprisingly, one respondent disagreed that the QA 
program had led to change in PHC and said:
I  can say maybe 10%. Whatever improvement or change that is happening is not related 
directly to quality program. I f  it reached 50% change, because o f other changes it makes, the 
effectiveness is less.
(Participant H)
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9.12.2 QA SUCCESSES IN PHC
One of the successes was the staff satisfaction survey as mentioned by one respondent and 
another the best health centre award that was awarded at PHC for the first time. Additionally, 
the development of the QA research area and commencing the quality improvement projects 
was a success. All these researches about quality had led to better patient outcome:
The success is that we really improved us and made us feel more enthusiastic and 
encouraged, motivated, and to see ourselves with quality. I f  there is no hope for  
improvement, there will be no encouragement.
(Participant H)
9.12.3 QA DEFICIENCIES IN PHC
One of the deficiencies was the lack of trained staff in QA areas, which was associated with 
the turnover of staff in PHC. Additionally, continuous professional education in quality area 
was few. However, the participants wanted CPD to be developed and the continuous updating 
of staff given in QA area. Hence, training should be continuous and regular:
...one o f the more important deficiencies is that the CPD concept o f the issue is not coming 
from their basic training; hence, it comes after you were trained. I f  you are trained in these 
things, it should be part o f the curriculum. It should be much more involve. The managers in 
any health institute (chief o f  the health services in the hospitals, CEO, head o f health centres) 
must take the principles o f quality and not just further knowledge. I t ’s not enough that we 
have the knowledge, you must have to believe, you must have attitude and we must do daily 
practice. We should learn how to do the normal and basic practice.
(Participant A)
Moreover, another deficiency was the standards setting and revisions. Respondents wanted a 
taskforce to be formed in order to set and revise the PHC standards. Another point brought up 
was the role of the central QA/I committee, one respondent mentioned that this committee 
needs to be re-activated and take full responsibility of the program as it is not functioning at 
the moment.
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Another deficiency mentioned by the respondents was the monitoring of the focal point as it 
depends on how many health centres each focal point is working for in PHC i.e. one focal 
point in each wilayat. The appreciation of the staff is not enough for the staff they need more 
incentives in order to motivate them. The main ministry should focus on the region where the 
needs to be established quality. Once it is established, they can move to other regions. There 
should be more people employed in the quality section and the central QA Department should 
be activated with more QA staff and more specialties such as patient safety and risk 
management. It was mentioned that at least 50% of the health workers in the health centre 
should be trained on the quality program and the need to do community awareness about 
quality is also important.
9.13 CHALLENGE
The respondents felt that communication skills are still the major challenge. Motivation is 
another gap which needs to be fulfilled as it affects quality of work. The audit process and 
attitude of auditors is another area.
Top management commitment is another challenge:
... without them it is difficult to approve things
(Participant D)
Additionally, involvement of the community is another challenge and to achieve a better 
satisfaction is also a challenge. However, setting the quality in health care in general is not 
easy. If you are in between the health care and the community and you have to satisfy both, 
you have to raise issues sometimes against the staff like medical errors, we have to work 
more on that, we have to document it; we have to find solutions for the errors. On the other 
hand we also have to satisfy the community. The work stress is the real problem for the 
quality not being going smoothly in all aspects. Sometimes the workload also, we don’t have 
time to do it. The challenge is how to improve and maintain the system in the coming years, 
which is not easy.
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Another challenge is to keep the health professionals aware and updated on quality, to 
strengthen the supervision and communication, and to motivate the staff, to strengthen the 
commitment of some head of programs at regional and central levels to cover the 
deficiencies. The documentation processes need to be reviewed, the involvement of end- 
users in the planning of quality programs:
... I  really feel that end-users have to be involvedfrom the beginning.
(Participant H)
... /  think after we finished the structure, we have to improve other programs like diabetic 
control.
(Participant I)
...to  create a quality culture is very important.
(Participant C)
9.14 SUMMARY
This chapter covered the analysis of the semi-structured interviews. The views of ten 
interviewees were presented. The interview was divided into ten themes that included QA 
program, management and supervision, training, QA research, community & staff 
empowerment, QA monitoring, QA design, quality improvement, standards and QA culture. 
The next chapter will expand more in the discussion of all findings of this research in relation 
to the literature review will be presented in-depth, the limitations of the study and 
recommendations for future research will be brought forward and the chapter will finish with 
a conclusion.
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Chapter Ten 
Discussion and Conclusion
10.0 INTRODUCTION
The aim of this study is to evaluate the effectiveness of the national QA/I programme in 
Oman since its implementation in 2002 up to 2010. Based on the research aim, several 
objectives have been proposed as mentioned in the methodology Chapters 5 & 6. In this 
chapter, by using the methodology stages mentioned in Chapter 6; a comparison between 
research results from Chapter 7 through 9 and the findings of other researchers mentioned in 
the literature review will be made. The chapter will end with a conclusion that includes 
recommendations and suggestions for future research.
The analysis will be divided according to research findings. The finding of data will be 
presented in form of the structure, process and outcome. Additionally, the data will be 
presented as per each research methodological approach findings and the research 
methodology design; this chapter will discuss the findings based on the research objectives. 
The semi structured interviews were divided into ten major themes as follow: QA program, 
management and supervision, training, QA research, community & staff empowerment, QA 
monitoring, QA design, quality improvement, standards and QA culture. The analysis will go 
through the interviews themes based on distributing the finding into structure, process and 
outcome. However, some facets may overlap and discussed in one place because they cover 
the same concept and results. Thus, the final aim is to answer the research questions and the 
research design proposed at this study. The final section of this chapter will summarise all the 
research findings.
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Figure 10.0 Discussion Pathway
Methods
Triangulation
used
• PHC struture •service delivery •fifth year plan indicators
•accessiability •QA program •satisfactions surveys
•leadership commitement •QI outcome
•management & •standrds •DM outcome
supervsion •audits •QA Culture
•HRM •teamwork/contuinity of
•Training care
•capacity bulidings •empweoement of staff
•docuemention analysis •patients involovements
•policices/guidlines •QA Reaserch
•cost analysis •referral system 
•utilization review
7 main research objectives
2. >0
Primary3 0  5
Research Question: Will the national QA/I programme in 
Oman primary health care improves the service delivery and
thf^ n n a  l i f \ /  n f n a  r/=0
Figure 12.0 shows the matrix analysis of this research in order to answer the research 
question.
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10.1 DISCUSSION OF THE RESEARCH FINDING
10.2 DEMOGRAPHY ANALYSIS
The overall response rate was 91% (42 respondents out of 46 targeted populations). The 
highest response rate was from the QA focal points (10 respondents) 23.8%, followed by the 
nurses in charge at the health centres (9 respondents) 21.4%. The head of the health centres 
had equal response 16.7% to other category respondents (7 respondents for each category) i.e. 
doctors or paramedical staff working in QA system in PHC. Three respondents (7.10%) were 
the regional QA coordinators. The head QA at a regional level had similar response to the 
Wilayat health directors and Wilayats nurses in charge (total 6 respondents) (4.8%) as 
illustrated in Figure 8.0
Additionally, 10% of the respondents had a work experience less than 2 years in PHC, 
compared to 29% who are working 2 to 5 years. Most respondents had more than five years’ 
experience working at primary health care (62%) which means that the majority working in 
QA program are the experienced staff.
However, 69% of respondents were involved in extra duties other than QA system work 
compared to 31% whom were not involved in extra duties. This indicate that majority of QA 
staff are involved in extra work such as clinical wok, teaching and supervising medical 
students , research etc... this result is similar to A1 Hamadi& Roland, 2005 in chapter 4 
where a study of stress among primary care physicians identified several sources of stress 
including the impact of job demands on family life (50%), professional isolation (40%), work 
environment (39%), patient complaints, lack of appreciation by patients, patient pressure (38- 
50%), and patient load (50-60 patients in 8 working hours).
Surprisingly, 100% of the respondents welcomed the idea of introducing the accreditation 
system at PHC is a good idea setting. This finding supported by the WHO, EMRO report 
2003 that indicated improving quality of care, ensuring continuous quality improvement and 
institutionalizing improved quality of care through accreditation requires more than a 
technical approach, more than the application of tools and methods. Failure to change the 
behaviour of people and organizational attitudes is the commonest cause of ineffective 
quality initiatives. Sustained improvements often require a change in attitude and acquisition
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of a sense of ownership with regard to the quality of services provided by an organization. 
However, many supporting factors are required to integrate accreditation into the structure 
and function of an organization. The strategies in setting and measuring against standards are 
largely technical; the strategies in making appropriate change are social and managerial. 
Sustainable quality needs a supportive environment of leadership, clarity of purpose and 
organization (WHO, EMRO, 2003)
10.3 STRUCTURE EVALUATION
The structure element covered all findings from the primary or secondary surveys’ data as 
follow: access to service, HRM, training, qualifications and capacity building; QA 
documentation, management and supervision and cost of services.
The issue of difficulty of structure constrain was brought in and participants believed that if 
the current structure modified to accommodate the different service in PHC to better patients’ 
care can be delivered effectively. This is supported from the literature that good structure lead 
to good process and hence better outcome as explained by Howard, 2000 chapter 5 section
5.3.2 that the underlying assumption of structure/process/outcome-focused assessments is 
that good structure increases the likelihood of good process, and that good process increases 
the likelihood of good outcomes. The relationship of structure to quality of care is indirect 
and ’"'‘increases or decreases the probability o f  good performance’" (Donabedian, 1980: 
82).Building design, equipment, size, financing, and other features of the environment 
potentially influence performance (Howard, 2000).
10.4 ACCESS TO PHC SERVICE
Outpatient departments’ (OPD) visits were analysed from 2002 to 2011 as per each wilayat 
(District) in Muscat Govemorate. However, 2002 data was not available for Outpatient visits. 
The researcher has added 2011 as the data was fluctuating, so 2011 was added for 
comparative reasons. Thus, the total OPD in PHC at Muscat Govemorate has increased and 
augmented dramatically, from 1,025,051 in 2003 to a total of 11,603,368 in 2011. This 
finding support one important dimension of quality i.e. access to service which is available at 
the Omani QA/I program as explained by Brown et al, 1998 in chapter 4 section 4.4 and it 
supports also the national Omani health policy (chapter 3 section 3.18) that is pursuing
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several directions such as considering primary health care the first and basic entry point for 
all levels o f health care and assuring the suitable distribution and accessibility (MoH,2008) 
and support the philosophy o f PHC that includes certain basic values that are of a general 
nature for the overall development, and o f great importance for health. The first value is 
health is bound to provision and distribution of resources, not only health resources but also 
other social and economic resources such as education and water and food supplies (MoH, 
2007).
In addition, Alma-Ata had placed primary health care as a philosophy, a level o f care and a 
set of services. It is also considered the strategy to achieve health for all. The philosophy of 
primary health care is based on several as explained in Chapter 4; however the first pillar is 
the universality where all citizens should be assured coverage with the same basic set of 
primary health care services (WHO, EMRO, 2003). Furthermore, Howard, 2000 (chapter 4) 
had indicators for quality of care, o f which three of them were availability, accessibility and 
affordability of the PHC services. In Oman, as mentioned in chapter 3 section 3.6; the MOH 
was able to build from scratch a modem national system that offers all Omani citizens 
universally accessible health services free of charge. That means that the Omani system is 
accessible and affordable.
Table 3.1 in chapter 3 showed that currently, there are 176 primary care health centres which 
have been built in strategic locations to serve nearly 2,567,000 million citizens (Omani & 
expatriates) (Ministry of National Economy, 2004). Each health centres have a certain 
number of people registered with it (catchments area). Most patients have direct access to the 
health centres without referral. During 2008, 8,089,956 million outpatients visited the health 
centres with the average daily visits of about 30,426 thousands and a mean number o f visits 
of person was 3.9 (MoH, 2008).
10.5 HUMAN RESOURCE MANAGEMENT IN PHC
The total number of human resources at PHC in Muscat Govemorate had increased 
dramatically from 838 in 2005 to 1291 in 2010 in all categories such doctors, nurses, 
paramedics and administrative staff. No statistical data were available at the health 
information office when these data were collected as the data base was not well maintained at 
that time fi*om 2002 to 2004. The total number o f doctors such as general practitioners (GPs)
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and family physicians had increased from 175 in 2005 to 260 in 2010,the total number of 
nurses that had accelerated from 287 in 2005 to 378 in 2010,the total number of dentists had 
increased from 22 in 2005 up to 34 in 2010.
Additionally, the total number of assistants pharmacist in PHC in Muscat, however the 
number dropped and then increased to 68 in 2005 to 83 in 2009 and back to 77 in 2010. And 
this is due that the assistant pharmacists started to complete their higher studies and went out 
of service. The total number of laboratory technicians is increasing yearly. However, that 
there was a fluctuation in the total numbers of radiographers in PHC, however in general the 
number has increased from 20 to 34 in 2010. These figures goes in parallel with the national 
figure illustrated in Table 3.2 in chapter 3 showed the increase in manpower per 10,000 
population in Oman and hence it support one o f MoH goals that is aimed to promote health 
care human resources development so as to achieve Omanization and optimum utilization of 
health manpower.
In regard to qualification in PHC, doctors were either a GPs with a minimum of one year post 
graduation (MD graduate), or a GP with more than 2 years experience in PHC (Diploma 
holders in child health or diabetes etc...Or/and MRCP holders. However, the family 
physicians are considered the consultants/senior specialists doctors at PHC whom are 
MRCGP international holders. Out of 260 doctors demonstrated in Figure9.0 in chapter 9, 45 
doctors are family physicians which mean 17% of doctors in PHC in Muscat are qualified as 
primary health care physicians. In regards to nurses, majority are diploma holders, very few 
had a bachelor degree. Likewise, other paramedical staff either diplomas or secondary school 
graduates. As noted from A1 Hamadi& Roland, 2005 study; evidence indicated inadequate 
professional development strategies in primary care. One study reported that only one-third 
of primary care physicians have post-graduate qualifications, none of which were in primary 
care.This finding contradicts one of MoH activity that intended for the development and 
training of Omani workforce in all health professional categories in order to achieve high 
levels of Omanization or self-sufficiency in health workforce. That means still we need the 
Omani workforce in PHC.
Further, Figure 7.49 in chapter 7 showed the number of doctors trained in QA in Muscat. 
Five doctors were trained by the end of 2010 i.e. four in 2006 and one in 2009. That means
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within the five year strategic health planning (2006-2010) five physicians were trained in 
Muscat Govemorate to work as specialist in QA department. However, till the end of this 
research, three out of the five trained doctors had left the DGHS-Muscat to other Directorates 
General, which means capacity building is still needed at the QA program. This finding 
supports Bilawka& Craig, 2003(chapter 4) where they had explained the barriers that may 
prevent health care organization from implementing the QA programmes such as lack of 
remedial programmes for those who need to improve quality and the lack of educational 
opportunities for CQI. This finding also supports the WHO strategic planning for health 
workforce development for capacity-building in health services planning and management is 
among the requirements for health system and service development. Primary health care 
needs to go beyond the traditional emphasis on production and distribution of the workforce 
and make efforts to develop human resources to ensure more responsive, user-oriented health 
services. The challenge is to provide the right incentives to work, and to ensure health 
personnel are accountable for their performance (WHO, EMRO, 2003).
The outcome of the questionnaire survey showed that 69% agreed that relationship between 
human resources management and quality policy in the health centre related to training new 
professionals in quality improvement methods and participation in quality improvement 
projects is required; which means continual training support is needed at QA/I program 
Moreover, 50% agreed that Continuous education takes place based on priorities in quality 
policy. However, 47.6% stated Professionals are encouraged to develop themselves in their 
profession. This finding support the finding from the literature as one of key success factor in 
QI and requirements for improving organizations is continuous development of the human 
resource. Almost all experts agree that investing in employees is highly predictive for 
ultimate success. Additionally, an organization that has its employees satisfied has a perfect 
environment for improvement. When morale is high, productivity is at its best (A1 Assaf& 
Sheikh, 2004). Additionally, Howard, 2000 (chapter 4) had listed the indicators o f quality in 
PHC and one of these indictor was the competence i.e. practitioner qualifications and 
expertise. Also competence is an important perspective of quality from a core health services. 
This finding is also similar top A1 Hamadi& Roland, 2005(chapter 4) study; where evidence 
indicated inadequate professional development strategies in primary care. One study reported 
that many physicians (57%) had never had any educational leave, and that only 50% had
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access to local periodicals. Even fewer had access to international journals. Major additional 
obstacles to professional development were work pressure and lack of time.
The interview outcome analysis supports the questionnaire survey in regard to training and 
continuous education; that there was a defect on the on-job training of the QA/I program. 
From the central QA officer point of view, the issues o f capacity building for QA program 
and planned QA training were stressed out. However, one problem facing the continuity of 
QA program is the turnover of staff; hence continuous training is needed. It can be seen that 
the central QA officer pointed out the issue of capacity building in QA programme which is 
discussed above; the reason was referred to the high turnover rate of staff in PHC. This is 
evident from the data mentioned in chapter 3 section 3.22.3, that showed a rigorous training 
was started at the beginning of the program, then the frequency diminished.
Similarly, as mentioned in chapter 4 section 4.14 that the Chilean QA program constitutes an 
interesting experience for consideration by other countries. Key features include its 
sustainability, nationwide coverage, decentralization, and alliance of quality improvement 
and regulation. Training results are impressive: almost 20% of Ministry of Health personnel 
received training, and 19 training modules are in use. Coaches are active and technically 
sustaining quality assurance activities nationwide. Training generated impressive results in 
terms of the large (cadre of coaches trained who are active and sustaining QA with technical 
support. Almost 20% of the MOH development o f the quality assurance program in Chile, 
staff has received basic QA training, and 19 QA training modules have been developed. 
Certain dissemination activities are in place, including an annual QA conference and the 
month of the quality. Incentives exist, and provide recognition and specific awards. The QA 
in Chile system is closely linked to public health and QA activities tends to be more prevalent 
in PHC centers than in hospitals and primarily oriented towards patient satisfaction and 
primary care (Legros et al, 2002).
On the other hand, the regional QA staff believed that that the central and national training is 
essential and regular monitoring and cushion from the central staff is needed. They felt that 
more QA awareness is needed as the turnover of staff in PHC is fast, so training needed to be 
continuous. Additionally, expertise in QA training field is needed to enhance the quality of 
the training. The importance o f communication skills is stressed as a significant aspect o f QA
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program. Additionally, most participants felt that a regular update and refreshment of 
previously trained staff should go in parallel with the training of new staff as well. More 
training programs is needed which is related to QA program such as infection control and 
patient safety.
Likewise, 76% of the respondents to questionnaire survey agreed that the organization make 
a special provision for training, education of staff, management and professionals. 60% 
mentioned that they have the set up for quality working group. However, 26% only had the 
support by QA consultant from the central level. This finding contradicts the national quality 
system policy (chapter 3 section 3.18) that stress the importance of empowering and 
developing PHC staff - our most valuable assets - through advocacy, continuous education 
and proactive involvement in quality improvement activities and one rule o f success for QA/I 
programme that state Training should be provided for the required new skills to effectively 
and efficiently establish, implement and maintain the QA/I program.
In regard to training, the point of being a focal point for QA program was brought up in that 
focal points were not clear about their role in PHC. However, they pointed out that with 
training program and workshops they become aware about their responsibilities. 
Additionally, the QA focal points staff thought that their main role at the health centre is to 
train the staff on the quality aspects. As well, the head of the health centre should have good 
communication with regional and central level. Although, the regional QA focal points 
pointed out that they are working at the QA program additional to their original work in PHC, 
which cause a load on them and they don’t had time to work for QA activities assigned to 
them on time. Hence, this process of decentralization of QA program needed more 
organisation and communication from the higher authorities.
However, the WHO report in chapter 4; highlighted the importance that providers should be 
involved in determining the best use of scarce resources. Career development, licensing and 
relicensing should be linked to ensure the credibility and quality of national health services. 
Providing on-the-job training and education to health staff in cooperation with the training 
and education institutions will provide further incentives and motivate health personnel and 
contribute to career development (WHO, EMRO, 2003).
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10.6 QA DOCUMENTATION IN PHC
The QA documentation in the health centres are manual and organized at 3 major files and 
kept for 5 years as a shelf life at the health centre. This finding is supported by the outcome 
of the questionnaire survey where Figure 8.4 in chapter 8 showed that 92.9% of the 
respondents agreed they have annual quality report for all activities that were performed to 
assure the quality o f care and the results of the activities at the health centre. 90.5% agreed 
that they have a written vision and priorities o f the health centre. 83% agreed that they have 
quality policy document that describe the aims of quality assurance, the desired level of care 
delivery and the ways of the health centre for achieving these goals. Equally, 83% had quality 
action plan for whole health centre i.e. a written document with measures for implementation 
and planning of action to realize quality goals for the facility. 81% had a quality action plan 
for some services within the health centre.
Additionally, 73.8% had quality manual or quality handbook that explain all procedures that 
the health centre uses for quality assurance and the persons that are responsible for the 
compliance with the procedure. Similarly, 73.8% had a quality profile which is concrete 
description of quality characteristics and quality standards of health care delivery at the 
health centre level.
However, 57% only agreed to have quality action plan for every service within the facility. 
47.6% only had a detailed description of the care for different patients’ population. This 
finding similar to the policies outlined at section 3.10. This means there is a need for a 
guideline and an action plan for every service integrated in PHC and also the detailed 
description of patients’ care is needed.
Figure 8.5 in chapter 8 demonstrated that the presence o f QA technical committee at the 
health centre level were 79%, where the respondents’ greed that they have set up a QA 
steering committee i.e. the technical committee at the health centres level. 57% stated that 
the professionals are allowed to participate in QA activities within regular working hours. 
Similarly, 57% had appointed a quality coordinator. This finding is consistent with the idea of 
teamwork and collaborative practice as a principle to sustain success of the implementation 
of QA/I program.
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From the interview survey, it can be seen that the QA staff are not utilising the available data 
to make decisions and improvement on the current. This is can be lined to the finding in 
chapter 7 where most data at the register i.e. diabetic register are incomplete or in-available. 
In conclusion, there is a defect in the documentation process in PHC. This finding contradicts 
an important step in QA as mentioned in chapter 4 section that QA provides a venue for 
proper documentation and standardization of key processes; accordingly controlling variation 
and better predicting outcomes. It also provides for the development o f an ongoing 
monitoring system through which one is able to measure progress towards compliance and 
can select areas that need improvement. Thus, QA is a necessary step towards quality 
improvement in the quality cycle (A1 Assaf& Sheikh, 2004). The defect in documentation 
stresses also the importance of availability of accurate data in order to make good decisions.
10.7 MANAGEMENT AND SUPERVISION IN PHC
In chapter 8, Figure 8.7 illustrated that 67% of respondents agreed that the management 
indicated what is expected from them in regard to QA program. However, 60% had 
Systematic feedback from the management to professionals about results achieved in the QA 
program. In addition, 52% indicated that the Management checks whether professionals stick 
to commitments and monitor departmental action plans. This emphasised the importance of 
health care managers must provide for the needs and demands of providers. Health care 
managers must consider the needs of multiple clients in addressing questions about 
management practices. The multidimensional concept o f quality presented here is particularly 
helpful to managers who tend to consider that access, effectiveness, technical competence, 
and efficiency are the most important dimensions of quality (Brown et al, 1998).
However, only 14% said management gives incentives and surprisingly, 7% thinks that 
stimulation is not necessary as professionals pay enough attention to quality assurance/ 
improvement program. However, only 38.1% stated that selections of new personnel were 
based on their positive attitude to quality assurance program. This finding is similar to 
literature search that a survey of technical supervisors showed that the majority o f supervisors 
(65%) had received no managerial training, and that 85% had no post-graduate qualification. 
Most had a reasonable understanding of supervision as a process that involved developing the 
professional skills o f personnel (97%), coordination of their activities (91%), training and 
education (85%), and team development (82%). However, few thought of motivation o f staff
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(5.9%) or improving the quality of care (4.4%) as aspects of supervision. Some supervisors 
still consider supervision as a process of inspection, focusing mainly on solving problems 
(79%), looking for defects (83%), and discovering mistakes (22%) (A1 Hamadi& Roland, 
2005).
Additionally, a survey of mid-level managers identified several managerial obstacles 
preventing optimal delivery of primary health care including: lack of independent decision­
making (97%), poor information (53%), unclear lines of accountability (29%), and lack of 
qualified supervision (28%). Managers also report problems with high staff turnover (74%), 
lack of career development (72%), and variation in staff knowledge and skills (57.7%). 
Operational obstacles included: difficulty in developing community participation (88%), 
stressfiil working conditions (87%), and lack of coordination between health-related sectors 
(66%) (A1 Hamadi& Roland, 2005).
The semi-structured interviews covered the role of managers and supervisors in QA at 
central, regional and health centre levels. The views were different depending on the 
respondents’ level of work i.e. at main ministry level, regional or health centre level. All 
respondents agreed on the importance of the effective, clear, smooth communication between 
all levels that is very essential to run the QA program.
Central level managers thought that enough support is giving to regions. They provide trained 
focal points to work at the QA system in PHC and the point of exchanging experiences 
between the regions was stressed out. In regard to regional supervision, one participant (B) 
believed that 90% of QA/I work is operational and conducted at regional level. Muscat region 
was self-dependent on QA initiatives in terms of documentation, policies, protocols and 
guideline. However, all these were approved at TMR meetings and regional administrative 
committee. Furthermore, the regional head of quality section stressed the need for expertise 
in conducting QA training; however she mentioned that the central support from main 
ministry is available when needed.
The regional staff emphasized on the importance of the central support and cushion and 
believed that this is very essential in aspects of QA program such as planning, training, 
monitoring and updating the audit checklist. On the other hand, the regional staff had a strong
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support and commitment from the regional director general and immediate supervisors along 
with the presence and dedication of the QA focal points at health centres level.
This finding also support one of the key success factor for QI which is the leadership 
i.e.Success may not be attained and maintained without true leadership in quality 
improvement. Additionally, commitment is required. Leaders must show not only verbal 
commitment but also active and practical commitment. Leaders should get occupied in the 
decision-making aspect o f quality improvement. They should contribute in quality 
committees and councils. They should be involved in launching teams and provide the 
necessary support for these teams to succeed (A1 Assaf& Sheikh, 2004).
McSweeney, 1997 argued that top-down nearly always works; bottom upalone seldom does. 
Top-down followed by bottom-up is the best strategy of all; the organization must aim for a 
steady, sustained pressure as opposed to start-stop activities; the organization must allow 
people to buy in for their own reasons; the organization must concentrate on the 90% of those 
who need convincing but can be persuaded, and changes should develop from within the 
current culture and progress gradually. A process which presents too great a challenge to the 
current culture will have predictable and negative outcomes.
10.8 COST ANALYSIS IN PHC
The total expenditure at Muscat Govemorate was R .0 6,553,588 in 2006(10,923,487 GBP) 
compared to R .0 10,245,584 in 2008 (17,077,288 GBP). The average cost per visit was 6.2 
Omani Rial (10 GBP) in 2006 compared to 8.2 Omani Rial (13.7 GBP) in 2008 (MoH, 
costing report, 2008). It can be seen that the total expenditure and the average cost of visits 
had increased within two years period only. Additionally, 10% of the respondents to 
questionnaire survey mentioned that a budget is allocated for quality management, which 
means 90% of the respondent agreed that there was no budget allocated for QA program. 
However, according to A1 Assaf& Sheikh (2004, chapter 4), increasing costs may not result 
in increased quality, and increasing quality may not necessarily result in increased costs..
Nevertheless, as mentioned in Chapter 3, the current expenditures of MoH comprises the 
salaries, supplies, materials, electricity, water, post, communications, contributions to
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national & international organizations and equipment. For 2008, the total expenditure in MoH 
at national level v a^s R.0. 288.2 million in comparison to 145.7 million in 2000 and 166.6 
million in 2005. The Development Expenditures accounted for RO 19.7, 8.5 and 14.6 million 
respectively. During 2008, the percentage of MOH expenditures to the Total Government 
Expenditures was as follows: Recurrent (7.1%), Development (0.7%) which means most of 
MoH budget goes to recurrent expenditures. Additionally, as per WHO report, 2000 for the 
QA in PHC in GCC countries, Oman was categorized at low resources countries. Table 3.5in 
chapter 3 demonstrated that most countries in the Gulf Region have either established or are 
considering setting o f standards and quality indicators in PHC and had adequate resources 
(WHO, 2000a).
The cost outcome supports one important dimension o f quality which is efficiency. 
Efficiency demands that necessary care is provided. Poor care resulting from ineffective 
norms or incorrect delivery should be minimized or eliminated. Thus, quality can be 
improved while reducing costs. Further, unsafe care causing unnecessary risk and patient 
discomfort, is often expensive and time-consuming to correct. It would be misleading, but, to 
involve that quality improvements never require additional resources. Nevertheless, by 
analyzing efficiency, health program managers may choose the most cost-effective 
intervention (Brown et al, 1998).
Although, with implementation of QA/I program still the cost is increasing for delivery of 
PHC services. This finding oppose the literature that argued by implementing QI the least 
possible resources such as time, tests, equipments, and facilities utilised in achieving the 
outcome (Howard, 2000). Additionally, the cost of quality reduces the costs incurred by a 
system by slowly reducing costs associated with failure. Internal failure costs such as those of 
duplication and waste can be reduced and eventually eliminated if resources are used wisely 
and processes are efficiently and effectively. It is also the purpose of quality to eliminate 
errors and mistakes in providing care and service that may have unfavorable effect on the 
customer, primarily the patient. Hence, by doing so, external failure costs that are usually the 
most costly (sometimes tied to malpractice and liability issues) can be further reduced and 
may ultimately be eliminated. As quality increases, cost decreases in the long term. Quality 
then becomes inexpensive and is easily afforded and sustained A1 Assaf& Sheikh, 2004).
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Moreover, the WHO report highlighted the need to adopt management protocols in order to 
limit the cost of services and to improve the quality and accessibility o f care. Efficiency gains 
could also be achieved through appropriate selection of biomedical technology. Countries 
have found that poor management is a major obstacle to the proper performance of health 
systems and has led to wastage of health resources. Reducing such inefficiencies would result 
in savings that could be used for expansion of access to health services or for improvement o f 
the quality of health services. Nevertheless, the ways in which health care is paid for and 
organized today constrain the potential for efficiency and quality improvements. Thus, Health 
planners and policy-makers can use the tools now available to assess burden of disease; 
healthy life expectancy; fairness of financial contribution and the extent o f catastrophic 
expenditures on health; utilization patterns and coverage through household surveys; cost- 
effectiveness of interventions; and prioritization of interventions (WHO, EMRO, 2003).
Further, it should also take into account the need to change the working environment while 
developing the capacity of individuals and teams to manage effectively. This would include: 
decentralization of responsibility for financial control to the clinicians who commit the 
expenditure (with appropriate financial, managerial and information support); increasing the 
awareness of staff and the wider population of the costs o f providing health care and the 
opportunity cost o f inappropriate use o f health service resources; giving clinical staff who 
have administrative responsibility as heads of services or departments allocated time, relevant 
training and managerial support to undertake this role. (WHO, EMRO, 2003 chapter 4 section 
4.25)
10.9 PROCESS EVALUATION
The process evaluation will discuss the QA program in aspects of QA design, QA procedures, 
QA monitoring, QA improvements, standards, patients flow, TMR, DM morbidity analysis, 
empowerment of staff and community and research activities.
10.10 DISEASE OUTCOME
In regard to common morbidities at PHC in Muscat Govemorate; it can be seen that the 
disease o f  the respiratory system accounts for the highest incidence rate. The incidence of 
patients with respiratory disease had increased from 26588 in 2005 to 193465 in 2010.
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Respiratory diseases include common cold, acute sinusitis, acute phraynigitis, acute 
tonsillitis, acute laryngitis, acute trachitis, influenza, pneumonia, acute bronchitis, acute 
broncholities, asthma, mumps and chickenpox. The second high morbidity in PHC is the 
disease o f the digestive system, which was 12067 in 2004 and increased to 81829 in 2010. 
Digestive system disease list includes disease of jaw and oral soft tissue, peptic ulcer, 
gastritis, amoebasis and protozoal disease and irritable bowel. Additionally, the third 
common morbidity is the disease of muscle- skeletal system such as osteoarthritis, disorders 
of spine & back. The fourth morbidity accounts for the diseases& disorders o f the female 
genital system; followed by the disease of eye. Surprisingly, high morbidities rate were found 
for the fever not diagnosed and headache that had increased dramatically from 2004 to 2010. 
This pattern of disease is common in PHC and had increased proportionally with the 
increment in population size and the increase in health centres in the Govemorate.
10.11 UTILISATION REVIEW RESULTS
In regard to laboratory investigations, all tests had dropped. The haematology investigations 
had dropped significantly from 1,014,100 in 2004 to 166,027 in 2010. This statistic includes 
the blood film done for malaria plasmodium. The biochemistry tests had dropped 
dramatically from 1, 695,372 in 2004 to 234,592 in 2010. The annual bacteriology tests in 
PHC; had dropped from 284,858 in 2004 to 212,668 in 2010. Additionally, the total number 
of plain X rays ordered in PHC in 2004, a total o f 144,698 was done. However, the number 
had dropped to 54,837 in 2010. Further, the ultra-sonographic examination was 42,418 in 
2004 and had dropped to 12,869 in 2010.
This review of utilization of services indicated that the resources are utilised in efficient way 
in PHC from 2004 to 2010. This support one o f QA/I program objectives’ that stated Optimal 
and efficient use o f resources and mobilize adequate resources to sustain QA/I in PHC  
(chapter 3 section 3.17). As mentioned in chapter 4 section 4.14, Bilawka& Craig, 2003 
argued that a further effective QA methodology is utilisation management. Weingartten et al 
showed that physicians’ compliance with recommended guidelines could be achieved through 
utilisation management.
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10.12 REFERRAL SYSTEM OUTCOME
In 2011 a total of 125,138 patients were referred from PHC to secondary and tertiary care. 
The majority of cases were referred to emergency care, ophthalmology care and obstetric and 
gynaecological care. In comparison to total OPD visits seen in PHC at Muscat Govemorate 
that was 11,603,368 in 2011. This figure showed that 1% of the patients’ seen in PHC were 
referred to higher level services. However, the feedback from the secondary and tertiary care 
is inactive as indicted in chapter 7 section 7.2.2.6.
However, in Saudi Arabia evidence shows that since the implementation of the referral 
system, hospital outpatient visits have been reduced by 40%. Several studies examined 
referrals and identified important deficiencies, mainly low referral of patients for diagnostic 
purposes and specialized care, and poor exchange o f information between secondary and 
primary care providers. Hospitals sent feedback for only 22-39% of patients. Feedback 
reports lacked essential information including details of the advice given (100%), diagnoses 
(15%), or findings on investigations (21%) (A1 Hamadi& Roland, 2005, chapter 4 section 
4.18.4).
Additionally, WHO, EMRO report, 2003 suggested that referral support is cmcial to the 
proper functioning of first level health facilities in a health system based on primary health 
care. At the same time, the proper functioning of the first level service is a guarantee for 
equity of accessibility to secondary and tertiary services and can act as a guard against 
ovemse. Ministries of health spend over half their budget on hospital-based curative 
services. Many hospitals operate at very low occupancy rates, employ excess staff and use 
resources inefficiently. There is evidence to suggest that there is an oversupply o f hospital 
beds especially in the urban areas o f many countries in the EMRO Region. Rationalizing the 
number of beds, staffing and associated costs in this sector has the potential to release funds 
to cover some of the costs of the primary care services, which cater for the majority o f the 
prevalent ailments. (WHO, EMRO, 2003).Thus, in Omani system, still the referral needs to 
be studied in depth and the hospital feedback and OPD visits needs to be looked at.
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10.13 STANDARDS IN PHC
The questionnaire survey had showed 45% indicated that they had standards for specific 
treatments/interventions, 48% had standards for patients’ education, 31% had standards for 
restricted medical actions, 43% had standards for utilization of medical equipment, 26% had 
standards for critical moments in service provision, 38% had standards for specific target 
groups and diagnoses, 29% had standards for patient routing from intake to discharge and 
57% had standards for co-operation with other institutions/organizations. This means the 
current system is still lacking standards development at the areas mentioned above, especially 
it is not well developed for restricted medical actions, specific diagnosis, patients routing and 
critical moment in service provision.
Additionally, at the interview survey the standards were studied in regard to its setting, 
development, approval, communication, dissemination and revision. The response to this 
question was diverse. The central QA staff responded that during the development of 
standards all staff and QA focal points were involved and met with the presence of QA 
expertise. Teams will be formed according to subject and then it will be approved by the 
central QA/I committee. The next step is to communicate theses standards to wilayat and 
regions. However, the Director o f QA mentioned that there is a still a problem at the 
dissemination of standards and that it is not disseminated to all staff. In regard to revision of 
standards, she mentioned that the process is very slow as the feedback is poor from the PHC 
program in charges in HQ.
On the other hand, the field QA staff had different views. They believed that very few are 
involved at the development stage and the standards reached PHC after development and 
approval from the main ministry without involving the key end users in PHC. Another 
respondents(F&G) said that the current QA tool or checklist are incomplete and does not fit 
the requirements of PHC services. However, for the dissemination at PHC the health centres 
had a file and all staff had eligibility to access and revises the standards. However, it is not 
disseminated properly to all the concerns.
This finding o f involving staff in setting and developing standards are consistent with 
Bilawka and Craig, 2003 (chapter 4 section 4.14) literature search that was conducted on 
quality assurance/management and found several factors the led to effectiveness o f QA
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activities. The bulk of information on the effectiveness of QA activities suggested that 
involvement of staff in the development o f the activity such as guidelines or standards was 
the key in the ultimate success o f the activity. Another method of ensuring quality was well 
defined and well developed programme that require a wide range of individuals at different 
employments level such as managers and workers.
This finding contradicts one of the objectives o f QA/I program (chapter 3 section 3.17) which 
is to develop and implement quality standards in PHC facilities to ensure accurate and 
ongoing assessment o f performance o f  PHC facilities through the identification o f  
deficiencies and requirements for meeting the prescribed standards. Nevertheless, around 50 
manual covering PHC services i.e. protocols and guidelines were developed and evaluated on 
regular basis and 34 standardized checklists as per each program in PHC were developed as a 
quality monitoring tools (MoH, 2005). However, there are no standards developed or adopted 
for non-clinical aspects o f PHC services such as community involvement, patients’ centred 
services, delivery of services and quality improvement and safety. This finding also needs to 
support the national quality policy that aims to Establish and maintain Quality Management 
Systems (QMSs) in facilities that encompass promotive, preventive and curative services as 
well as management and support services. These QMSs will comply with the most recent 
international quality standards that are adapted to local situations{chspX.QY 3 section 3.18).
The importance of standards was emphasised by A1 Assaf & Skeikh, 2004as a major and 
early in the quality improvement process is setting standards. These standards comprise an 
actual benchmark by which health workers measure how they are doing. It is argued that 
standards are a powerful tool for quality assessment and quality improvement. Standardizing 
primary health care service delivery is a fundamental strategy for ensuring the quality o f care, 
increasing the effectiveness of intervention and case management programmes, and reducing 
the cost of care.
In a summary, the current PHC standards needs to be revised and re-evaluated to fit for the 
PHC services as it was first developed in 2005, so it needs a regular update to fit the changes 
in PHC sector. Additionally, in involvement of end users at the stages o f standards 
development is very crucial. The dissemination process also needs to be planned properly and 
conducted rigorously.
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10.14 PATIENTS’ INVOLVEMENT IN PHC
Surprisingly, the response to involvement of patients was equal. 50% agreed that the patients 
were involved always or depending on the subject in comparison to 50% that stated it does 
not apply to PHC. Patients were involved depending on the subject was meeting and talking 
about results of satisfaction surveys, complaints and when evaluating quality improvements 
goals. However, other parameters measured that does not involve patients were such as when 
developing quality criteria, developing protocols / standards, at quality committees and 
quality improvement projects. 57% agreed on the involvement o f patients when developing 
quality criteria. 61.9% stated that patients are not involved when developing standards or 
protocols. 38.1% agreed that patients are involved depend on the subject. 64.3% stated that 
patients are not involved at the quality committees. 19% of the respondents agreed that 
patients are always involved quality improvements projects. 50% agreed that patients are 
involved in evaluating QI goals depends on the subject.
The percentage above showed that there is a degree of involvements o f patients, but it 
depends on the subject or area of QA. However, majority agreed that the patients were not 
involved in developing standards and in quality committees.
As mentioned in Chapter 3 sections 3.12.4, 3.12.6, 3.13.1 and 3.12.3 there is evidence of 
community involvement in PHC before the year 2000. Additionally, in chapter 3, section 
3.13.1, there is a technical health team at the health centre. This team concerned with 
technical aspects at the level o f the health institution. Its responsibilities are to ensure the 
provision of effective and comprehensive health services to cover all essential elements of 
PHC taking into consideration the local needs of the people, to ensure the availability o f 
emergency services to face emergency situations, and referrals and to identify health 
problems common in the local community and propose ways to tackle these problems in 
collaboration with wilayat management team. Therefore, the involvement of patients at this 
team is very essential.
Additionally, patients’ involvement is a one of the objectives o f QA/I program in Oman that 
aims to Build effective community partnerships and encourage community participation in 
QA/I efforts. Hence, this will support the national quality policy that aim to develop a
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mutually beneficial association with the community and promoting community awareness and 
participation in quality improvement efforts (chapter 3 sections 3.17 & 3.18 respectively).
However, based on this philosophy, the Alma-Ata Declaration identified five components 
and values of primary health care, which are as valid now as they were in 1978; one was 
active community participation; involvement o f other sectors, including education, water and 
sanitation, and agriculture and health service provision and health promotion.
This also supports the international literature that gives importance to measure the 
community participation at their system. Despite the importance attached to community 
participation in health, there are relatively few vigorous measurement frameworks. Cross 
national indicators for community involvement in health were developed in the early 1990s 
and Rifkin et al produced a framework for measuring community participation in health 
programmes across five areas: needs assessment, leadership, organization, resource 
mobilization and management. Additionally, a tool developed in the UK for evaluating 
healthy alliances included process indicators for community involvement. The current 
interest in urban regeneration, which has links to a social model o f health, has led to work on 
the assessment of community participation in planning and managing regeneration initiatives. 
In addition, in 2002 the Audit Commission gathered a set of performance indicators for 
community involvement in public sector organizations, with a focus on local government 
(South et al, 2005). Additionally the importance of community and clients involvement in 
QA system is evident at the study conducted in Armenia by Harutyunyan et al, 2010.
Furthermore, the patient and public involvement agenda has stimulated interest in measuring 
quality and some key areas of assessment for UK practice have been suggested although 
these have not been developed into comprehensive evaluation frameworks. Overall the tool 
was developed in a context where there were very few measurement frameworks focused on 
community involvement suitable for use with health organizations or services in the UK 
context .The lack of indicators and tools appropriate for health organizations embarking on, 
or wishing to improve, community involvement is perhaps indicative o f the difficulties in 
defining what should be measured and what methods are most appropriate. The complexity of  
community involvement practice which can vary with context, organization, level o f decision
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making and diversity of community needs, all makes measurement difficult(South et al, 2005 
chapter 4 section 4.14).
However, the WHO EMRO report, 2003 had outlined several reasons for unsuccessful 
implementation of PHC. The process o f implementing primary health care and national 
health for all policies and strategies has faced several problems; the review came out with the 
following reasons responsible for unsuccessfiil implementation of primary health care: lack 
of community participation. Community involvement is poor as a result of conviction that the 
state is responsible for providing the totality of health services. In addition, the public 
infrastructure and community organizations are not well developed; lack of intersectoral 
cooperation. This has led to limited intersectoral collaboration for health development 
(WHO, EMRO, 2003).
The solution was to institutionalization of the district team problem-solving technique 
(DTPS) is crucial to the sustainability o f the partnership with community and related 
stakeholders and their involvement. DTPS brings the health services nearer to the people in 
the catchment area. This initiative which is both integrated and decentralized, combines 
medical education and health service delivery within identified catchment areas and should 
be advocated and implemented in many settings, including hospitals (WHO, EMRO, 2003, 
chapter 4 section 4.28.2).
10.15 QA DESIGN & ACTIVITIES IN PHC
The seventh theme at the interview survey was concerned with QA activities conducted in 
PHC. The respondents agreed that there are other activities in QA system such as zero defect 
day, 3Cs card, best staff and the 5 minutes meetings. All these activities are conducted as per 
the annual QA plan, however, the implementation of some activities are not unified in all 
health centres e.g. 5 minutes meetings which is not carried out in all PHC institutions as per 
the plan. The respondents welcomed that idea o f best staff as motivating tool in PHC.
Moreover, the respondents liked the idea of involvement the staff in setting the annual QA 
objectives at the health centre level; where different categories of staff are involved at setting 
and planning the quality objectives. This finding is consistent with the one of the QA/I
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program objectives that stated empowerment o f  staff and introducing motivating factors to 
encourage proactive involvement o f all PHC staff in QA/I activities. And also it support the 
national quality policy that stated Empowering and developing PHC staff - our most valuable 
assets - through involvement in quality improvement activities (chapter 3 , sections 3.17 & 
3.18 respectively).
The questionnaire survey had showed that 54.8% of the respondents didn’t had any peer 
review at the same discipline for example revision of the QA audits at same services i.e. 
dental services, chronic diseases and mother and child health and etc... However, 28.6% 
stated that they don’t have the peer review mono disciplinary on regular basis. The remaining 
said 14.3% conducted at cyclic basis and 2.4% on systematic basis respectively. This means 
that at the same service, the revision of the audits activity was not carried out as a team 
approach manner.
Additionally, for the peer review multi-disciplinary, 69% stated that it is not conduced on 
regular basis for multi services e.g. the chronic disease with health education and dietarian 
team approach. 21.4% stated that is not conducted at all and 7.1% cyclic and 2.4% 
systematically carried out. This finding again emphasise the importance o f multi team 
approaches in disease management in PHC which is lacking at the current system.
In regard to utilization of individual care plan, 35.7% stated that it is not performed. 45.2% 
stated that is not carried out on regular basis. 14.3% conducted on systematic basis and 4.8% 
on cyclic basis. This means individual patient care plan activity is not performed at the 
current system also. This brings to stress the importance of patients’ centre care that is needed 
in PHC.
For activities related to QA committees such as infection control, incidents reporting, and 
drug committees; 57.1% of the respondents stated that these activities was not carried out in 
regular basis, compared to 23.8% that said conducted on cyclic basis and 4.8% conducted at 
systematic manner. However, 14.3% stated that this was not conducted at all at the health 
centre. This means the majority agreed that the above mentioned committees are not carried 
out on regular basis in PHC.
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For the job assessment interviews, 52.4% agreed that this activity was not conducted at the 
health centre. 31% stated that it was not conducted on a regular basis, 9.5% systematic and 
7.1% cyclic respectively. This finding is consistent with MoH policy, where all the job 
assessment interviews are carried out at central level without the involvement of the regional 
staffs.
For internal audits activities, 57.1% said the PDCA cycle is not performed at regular basis, 
23.8% agreed it is performed systematically, and 14.3% carried out in cyclic manner. 
However, 4.8% said it was not performed at the health centre. This means the majority agreed 
that the audit activity is carried out but not based on PDCA. Similarly, for management of 
information system, 66.7% stated that the PDCA is not carried out on regular basis, compared 
to 11.9% said NO, 16.7% said cyclic and 4.8% systematic.
Deming had described the importance of PDCA at the organisations and the systematic 
approach to problem solving “PDCA cycle” (Plan, Do, Check, Act) which was introduced by 
him. He stressed that management is responsible for 94% of quality problems (Davies, 2001, 
chapter 2).
Moreover, for visiataion and accredaiation, majortity said this activity was not applied 
(47.6%), 38.1% said it was conducted but not on regular basis, 11.9% said cyclic and 2.4% 
systematic. This is true, wher is still the PHC facilities are not yet accrediated in PHC as most 
respondents eralier had welocmed the idea od inrtrducing the accrediation system in PHC.
In addition. For the satisfaction activities among patients, 64.3% said that the activity was not 
condcted on regular basis, 26.3% said cyclic and 9.5% said no. this finiding support the 
seconday data , where the clients satisfaction survey was condcuted only twice since 2002 i.e. 
2005 &2010.
For activities related to satisfaction among referrers, 54.8% stated this activity was not 
conducted, in comparison to 31% said not carried out on regular basis and 13.4% on cyclic 
basis. However, the satisfaction among referrers still not introduced or conducted at Omani 
QA system.
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Moreover, 59.5% said that satisfaction surveys among employees were not conducted on 
regular basis. Likewise, the remaining agreed that this activity was conducted at cyclic and 
systematic manner (7.1%). However, the remaining said no; this finding also supports the 
secondary data that illustrated the staff satisfaction survey which was only conducted in 2007 
and 2010.
The outcome of the satisfaction surveys showed that, since the implementation of the QA/I 
system in PHC from 2002 to 2010 i.e. 8 years period, two surveys were conducted to measure 
staff satisfaction and another two to measure clients satisfaction rates.
It can be seen that 54.8% stated that the need survey among patients was not conducted on 
regular basis in comparison to 40.5% that said it was not conducted. The 4.8% said it is 
conducted on cyclic basis. On the other hand, 61.9% agreed that the need survey was not 
conducted among stakeholders. 38.1% said it was not conducted on regular basis. This 
illustrates the importance of conducting need surveys to discover the need o f both the internal 
and external customers at the QA/I system.
In regard to complain registration, 47.6% said that this activity was not conducted on regular 
basis, 21.4% stated that it was not conducted. However, the remaining said it was conducted 
either cyclic or systematic (14.3%). This finding shows the importance o f documenting 
complains in PHC. This finding is consistent with Bilawka and Craig, 2003 (chapter 4) 
literature search that was conducted on quality assurance/management and found several 
factors the led to effectiveness o f QA activities, one was a successful QA programme should 
have a written documentation, outlining the programme goals and objectives, the scope o f the 
programme, the frequency of the activities and the annual appraisal report.
For the patient council activity, the majority agreed that this was not carried out either 
regularly (31%) or at all (54.8%). Some stated it was preformed cyclic (11.9%) or systematic 
(2.4%). 4.8% said that there were other activities that performed by PDCA but not specified. 
Moreover, the majority of the respondents (48%) stated that the above mentioned QA 
activities were not applied on regular basis at the health centre. In comparison to 31% that 
stated that this concept is not applied at all in their setting i.e. PDCA. However, 12% stated 
that the activities are conducted on cyclic basis i.e. the activity is applied based on quality
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improvement cycle and 10% agreed that the activities are conducted in systematic basis 
which means that the activity is applied based on a quality improvement cycle and the 
activity in integrated into normal daily/work routine. However, these finding showed that 
some activities in PHC are not standardized/unified or not performed regularly at all PHC 
institutions.
10.16 TOP MANAGEMENT REVIEW (TMR) OUTCOME
TMR demonstrates the top leader commitment. As an outcome of the annual review in 2009, 
75% of Non Conformity Reports were closed and corrected, however 14% remained 
unsolved and 11% still pending for corrections.
Different services were discussed during the TMR meetings. However, from the 
comprehensive review o f documentation by the researcher from 2006 to 2010; it was found 
that the majority o f issues and problems in PHC were related to the A1 Shifaa system i.e. the 
electronic health information record system of all patients’ data. This problem was mainly 
targeted towards the software used by the end users that was not user friendly. 
Enthoven&Vorhaus, 1997 (chapter 4 section 4.11) argued that physicians are faced with the 
frustrations o f limited time, overwhelming volumes of medical literature, and great 
uncertainty about the efficacy and appropriateness o f alternative therapies in individual cases. 
This problem is made more challenging by rapid advancements in medical science, which 
make physicians’ hard-won knowledge soon outdated. All o f this results in wide variations in 
medical practice, which suggests that many patients are not getting appropriate care. A high- 
quality health care organization creates information systems that facilitate clinical decision 
making by tracking alternative treatments, resource use, and clinical outcomes. Analyses of 
this information can facilitate the identification and timely adoption of improved practices 
(Enthoven&V orhaus, 1997). Enthoven&V orhaus, 1997 emphasized that the market is 
rightfully becoming more demanding of information on the quality of care. Well-designed 
information systems will give purchasers and patients access to data on outcomes within a 
particular health care system. When these data are joined with data from other systems in a 
region, they will begin to yield information about the overall health o f populations 
(Enthoven&Vorhaus, 1997).
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The second issue was related to training. Few areas were lacking a comprehensive training 
such as Tuberculosis screening, hypertension management, cold chain training for 
immunizations, antenatal care, referral system, fire safety, school health program, ear health, 
medical record clerk training, basic life and advance life support trainings. The third issue 
was relating to maintenance and engineering. The replacement of old equipment takes time 
and ventilation was needed at the GPs room and dentist’s room.
The fourth issue was related to equipment, where some equipment was missing such as the 
crash trolley for emergency care, insufficient paediatrics stethoscopes, blood pressure, and 
infanometer. The fifth issue was related to referral system. The feedback o f patients’ care 
from tertiary and secondary care was insufficient and missing or manual. Fifth, the laboratory 
tests were not standardized. The sixth issue was in availability o f counting tablets machine at 
the pharmacy and in sufficient drugs of referred patients. Finally, the human resources were 
short at some categories like dieticians, health educators, medical record clerk and laboratory 
technicians.
The above mentioned problems discovered from TMRs were related mainly to structure, 
equipment, HRM, training, electronic information system and referral system. All these 
problems remained ongoing, un-solved over the 8 years period i.e. 2002-2008.
Additionally there was a lacking of utilization review conducted in the Health center, self- 
assessment were conducted once instead of twice in 2009, lack of follow up in the health 
centers regarding CAPS in all the audits, objectives in the health centers are only known by 
the Heads or the Nursing in charges in the Health center i.e. not all staff are involved in the 
planning and follow up of QA objectives. Moreover, the percentage of referral out cases 
could not be obtained due to lacking of proper documentation. Also there was a lack of 
standardized infrastructure. Again, these issues means that the QA/I activities in PHC are not 
standardized and not unified at all the institutions.
It can be seen that from the TMR meetings; several issues were highlighted that needs 
solving by the top leaders. Thus, most problems were associated either to infrastructure, 
HRM and process management. This finding supports the importance leadership commitment 
in order to improve the quality of care delivery at PHC. As one of QA/I program objective is
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improving the outcome of care, however to improve the outcome, the structure and process 
must be effective enough to lead to better outcome. As it was stated in Chapter 3,through 
visionary leadership, top management (at all levels) should create an environment where all 
staff is fully involved and in which a QA/I Program can operate effectively. Top management 
should carry out regular systematic evaluations o f the suitability, adequacy, effectiveness and 
efficiency of the QA/I Program.
However, the TMR meeting is conducted annually, but issues remained unsolved and action 
was not taken to solve it. Enthoven &Vorhaus, 1997 (chapter 4) argued that top leadership in 
a high quality health care organization must believe that broadly based continuous quality 
improvement (CQI) is an essential management method and strategic goal. System’s 
executives must encourage in their organization the importance of systematic improvement of  
the processes of care and the delivery of service to its patients. The organization highlights 
the importance of interdisciplinary perspectives and problem solving.
10.17 QA MONITORING
The sixth theme at the interview survey was concerned with QA monitoring and works on the 
audit system. The audit system is carried out in three stages: internal, self-assessment and 
external audits. Various respondents had different views regarding the audit system in PHC. 
The former Director General of Health Services in Muscat Govemorate felt that there is a 
need to start clinical management audit for patients care e.g. in diabetic care management. He 
added also that an improvement is needed for the computerized system in PHC i.e. A1 Shifaa 
to be more powerful in terms of extracting the statistics and information related to disease 
outcome that the current system is lacking. As per (MoH, 2005, chapter 3) effective decisions 
are based on the analysis of data and information. Data are needed to analyze processes, 
identify problems, and measure performance. Changes can then be tested and the resulting 
data analyzed to verify that changes have actually led to improvements. Similarly, (A1 
Assaf& Sheikh, 2004, chapter 4) pointed out that the use of data is principal in quality 
improvement efforts. In order to adequately and correctly manipulate data and produce 
information necessary for appropriate decision making activities a system of data 
management should be encouraged. Quality improvement is based on decision-making 
activities and without the necessary data these decisions become subjective and may not be 
correct
268
Further, the participant stresses the point that the audit system is functioning well at regional 
level; however, no audit have been done from the central-MoH-HQ level to monitor the 
regional performance as PHC service is dynamic and needs regular and continuous auditing. 
He pointed out the idea to strengthen the private sector and the community at PHC audit 
system. The current checklist that is used to audit PHC consists of structure, process and 
outcome; however, it does not tackle in depth the clinical aspects o f management o f diseases.
Other respondents felt that the audit is a good tool to show their performance and gives the 
opportunity for improvements. However, trained auditors are needed in addition to train the 
auditors at the communication skills while they conduct the audit. Moreover, the respondents 
believed that the audit is very helpful in meeting the required standards in PHC and to 
discover the gaps in the system that will lead to quality improvement as an overall outcome.
Other respondents agreed that the most important point is to work on the outcome o f the audit 
reports and find solution. However, a lot o f problems are related to structure part o f the audit 
checklist where still staff are suffering from structural constrains in PHC where they have to 
deliver all PHC services and accommodate the expansion the eservice with the same 
structure.
The findings on audit activity describes one important dimension of quality i.e. technical 
competence as noted before by Brown et al, 1998 (chapter 4 section 4.4).Technical 
competence refers to the skills, capability, and actual performance of health providers, 
managers, and support staff. For instance, to provide technically competent services, a 
community health worker must have the skills and knowledge (capability) to carry out 
specific tasks and to do so consistently and accurately (actual performance). Technical 
competence relates to how well providers carry out practice guidelines and standards in terms 
of dependability, accuracy, reliability, and consistency. This dimension is relevant for both 
clinical and nonclinical services. For health providers, it includes clinical skills related to 
preventive care, diagnosis, treatment, and health counseling. Competence in health 
management requires skills in supervision, training, and problem solving. The requisite skills 
of support staff depend on individual job descriptions.
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The issue of technical competence brings the notion of EBM and CPGs as important areas for 
QA effectiveness one it is implemented in PHC. The effectiveness o f CPGs to improve 
quality o f care was depending upon development and implementation strategies o f the 
guidelines. Several studies suggested that guidelines may be more effectively implemented if  
each health care unit developed and implemented its own set o f guidelines. Additionally, 
several studies support the use of physicians’ reminders as a strong implementation strategy. 
The checklist was responsible for improved patients’ care because physicians’ compliance 
with the guidelines embedded in the checklist. The CPGs provide a measurable indicator for 
the quality o f care (Bilawka and Craig, 2003, chapter 4). Although CPG have been criticised 
as mentioned in chapter 5 section that there is a general belief that CPGs result in better 
outcomes for patients, not all providers would agree with this. According to Worral et 
al.(1997), there is little evidence that the use o f CPGs improves patient outcomes in primary 
medical care. Other studies have similarly suggested that while CPGs may be well-received 
by primary care practitioners, in practice their effects may be short-term or insignificant (Lia- 
Hoagberg, Schaffer, Strohschein, 1999; Sonnad, Van Harrison, Standiford, Bernstein, 1999; 
Thompson et al., 2000). Further research is required to determine whether newer CPGs and 
dissemination methods have a positive effect on patient care (Howard, 2000).
However, several studies indicated that clinical decisions are not sufficiently evidence based. 
This has contributed to wide practice variations, inadequate diagnoses and management of a 
range of medical conditions, inappropriate clinical decisions, and unsafe prescribing patterns. 
Obstacles to the implementation of EBM include: poor dissemination of guidelines, and a low 
level o f awareness among physicians of journals, review publications, and databases. Most 
physicians have limited access to the internet (A1 Hamadi & Roland, 2005, chapter 4 section 
4.18.3).
Nevertheless, there is an increased belief that implementation of evidence-based clinical 
guidelines in primary care will contribute to improvement. This review identified positive 
attitudes among Saudi physicians towards implementation of EBM, but lack of training 
prevented implementation. This is similar to Australian general practitioners, who had 
positive attitudes towards EBM but were similarly unfamiliar with the terminology and tasks 
surrounding the implementation of EBM in daily practice (A1 Hamadi& Roland, 2005).
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Furthermore, family physicians expressed the issue of increasing the audit of private clinics 
which is an added work. Participants suggested that the stakeholders should focus on the 
primary health care auditing first; then they can move to private sector auditing. It was 
mentioned that the importance of having complete registers e.g. in chronic diseases or in 
mother and child health services. Additionally, a complete documentation and the plan for the 
future are needed. A user fiiendly computer system is required as the current system is not 
supporting them and led to delays in delivering services and hence patients are dissatisfied. 
Again this finding is consistent with the finding from the questionnaire survey where there is 
lacking o f proper documentation in PHC and problems at the health information system.
Another participant believed that there is a need to strengthen the monitoring system and 
accountability on the quality and the auditing system. He felt that the main ingredients are 
lacking. For example, the qualities of prescribed drugs by the PHC doctors are not known as 
a statistics per each month. Additionally, he felt that the quality program will be much more 
strengthened once system of accreditation is initiated. However, an awareness of the quality 
and dissemination of the terminology and the system of the quality needs to be strengthened. 
This replicates the finding noted by Baker et al who have emphasised the intimate link 
between quality improvement and accountability. Standards for quality improvement, 
associated systems o f accountability, and mechanisms for achieving change are defined at the 
level of individual healthcare professionals like: professional codes o f practice, continuing 
professional development, etc; practice teams: implementation of health improvement 
program priorities or local guidelines; and primary care groups (Rosen, 2005).
Additionally, in regard to accountability as mentioned in chapter 4 thus, to build new 
organizational culture, actions might include: changing the existing organizational structure 
within the Ministry o f Health to support a general management or business management 
style; personal accountability is seen as the key to improving commitment and taking 
responsibility for the management of services and resources; changing the different lines of 
accountability of health facilities and their staff members to operate more efficiently by 
introducing multidisciplinary management teams working within each service and 
department; clear lines o f accountability and communication need to be developed and the 
services need to be managed through a flatter structure; harmonizing the relationship between 
the different levels of care such as health units, health centres and referral hospitals; one way
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of improving this harmony is by developing and enforcing guidelines and agreed protocols 
for referral to secondary care and back to primary care; review of coverage by primary health 
care services to improve access by expanding health insurance to the uninsured rest o f the 
population (WHO, EMRO,2003).
Conversely, an interesting finding was mentioned by a participant (J), (section 9.8) that the 
audit activities were not the same since implementation of the QA program: The monitoring 
o f the program is not like before. I  also don V want to make unfair comments.... But there is a 
monitoring through the feedback from some visits. The commitment o f the higher levels or 
different levels is not like before. This finding needs to be looked by QA supervisor either 
from regional level and central level as well in order to re-evaluate the current practice in 
audit activities in PHC.
10.18 QA RESEARCH
The fourth theme at the interview survey covered the QA research conducted in PHC. All 
participants agreed that the first survey conducted in PHC was the customer satisfaction 
survey. They felt staff satisfaction survey is needed also to be measured. At the time o f the 
interviews, one staff satisfaction survey was conducted in 2007. However, the second survey 
was in 2008. This shows that there is a gap in the frequency of conducting the staff 
satisfaction surveys in PHC and the tool was different, that makes the comparisons between 
the surveys difficult.
Additionally, QI projects were initiated at wilayat level. However, no other researches were 
conducted and they referred the reason to in-availability o f trained staff at the research area. 
This finding also supports the need for capacity building at the area o f QA research.
A quality focal point felt that the outcome of the customer satisfaction had led to areas which 
needed to be surveyed in depth. Additionally, the central director of QA felt that that the 
current system needs to be evaluated and suggested a survey should be conducted in this 
regards.
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All the above findings related to QA research indicated that there is a need to strengthen the 
research area at QA/I program and to build resources and capacity to conduct the researches.
10.19 EMPOWERMENT
Another theme at the interview survey was concerned with staff and community 
involvements at the QA program. As per outcome of the interview, the community were 
involved directly or indirectly at the QA program. The involvements o f community was 
presented by the presence o f different community stakeholders at the health technical 
committee at the wilayat level, where they meet and discussed issues related to health 
services. Additionally, community were involved by the participation at the community based 
initiatives.
However, other participant felt that most activities were conducted by involving staff, 
however, community involvement were limited. Another participants believed that the that 
the 3 Cs card which is conducted regularly at the health centres where the complains, 
comment and complements are recorded by the clients and patients showed the community 
participation at the QA program improvement through giving their views and comments in 
addition to the presence of the suggestion box at the health centres.
Moreover, two participants (E&G) felt that nothing have been done as a community 
involvement part from the points mentioned above. However, she felt that community 
involvement is one of the most essential parts in QA program.
It can be seen that community not yet involved at the planning stage in PHC. Their 
involvements were only related to their views about the service delivery only. Additionally, 
the community needed to be involved with outcome of customer satisfaction survey.
This finding supports the outcome of the questionnaire survey mentioned above in regard to 
patients’ involvement in PHC. 50% showed that there is a degree of involvement o f patients, 
but it depends on the subject or area of QA. However, majority agreed that the patients were 
not involved in developing standards and in quality committees.
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However, in regard to staff empowerment, participants felt that most activities conducted in 
the health centre were involving staff. Setting the quality objectives, carrying out the internal 
and self-assessment audits, doing the corrective action plan, all these activities are conducted 
by involving the staff. This finding supports the notion of staff empowerment where each 
employee should be treated as a customer. They should be trained and continuously 
developed to make the best possible service to the external clients. They should be given the 
tools and the techniques to make decisions and should be supported in their efforts o f meeting 
the needs and expectations of the customers. A quality improvement effort that does not 
consider the needs and assets o f the employees is condemned to failure (A1 Assaf& Sheikh, 
2004- chapter 4).
10.20 OUTCOME EVALUATION
The outcome evaluation will cover issues related to diabetic care outcome, fifth year QA plan 
outcome indicators; satisfaction surveys results and the QA culture.
10.21 DIABETIC CARE OUTCOME
From the interview survey, participants agreed that the management o f chronic disease is 
better managed at PHC by the family physicians; however, the quality o f care needs to be 
evaluated. They related this to the issue of the QA checklist that used to audit the DM 
services. These quality checklists are mainly focused on the structure and process and 
outcome apart from the clinical outcome i.e. no clinical patient management, like the 
treatment or what have to done for patient management.
The secondary data had showed the prevalence of DM registered from 2005-2010. The 
numbers increased annually from 9600 cases in 2005 to 13679 in 2010. No data were 
available from 2002 to 2004
The detections o f complications with the new DM cases vary from 2004 to 2010. Thus, in 
2010, 593 cases were registered with diabetes but had no complication. However, 397 new 
DM cases were registered with the blood pressure more than 140/90. The number of new DM 
cases discovered with diabetic neuropathy on registration was highest in 2008; however, no
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cases were discovered in 2009. Although, very few case were discovered with DM 
retinopathy on registration and no data were available for 2003 & 2008.
Additionally, the new DM cases diagnosed with diabetic foot on registration were very few 
cases were discovered and no statistics were available for 2003 & 2008. The cases of new 
DM cases discovered with abnormal renal function or protein-urea on registration, there was 
a fluctuation of cases diseovered and it varied between 17-31 cases. No statistics were 
available for 2003
The number of new case of DM discovered with coronary heart diseases on registration as the 
number is increasing yearly and reached 28 cases in 2010. Similarly, for the number of 
diabetic patients discovered with diabetic ketoacidosis at registration, no data were available 
for 2003, 2008 and 2009. However, the number of patients with diabetic ketoacidosis at 
registration varied between 12-0.
There was high number of non-insulin dependent diabetic patients with dietetic control 
management patients’ on diet control. The number of non-insulin dependent diabetic patients 
on oral hypoglecmic agents was steady; however, there was a drop in patients’on this type of 
diabetic management in 2008. No data were available for the number of non-insulin 
dependent diabetic patients on insulin treatment in 2003. However, the number of patients 
had dropped from 35 in 2004 to 22 in 2010.
It can be seen that the documentation for the diabetic register is incomplete as data were not 
available or missing for few years. The process of care needs to be more as a team approach 
management instead of management by one physician. The quality of health services depends 
on the effectiveness of service delivery norms and clinical guidelines. Effectiveness is an 
important dimension of quality at the central level, where norms and specifications are 
defined (Brown et al, 1998). This is evident also from the study conducted by Knight et al 
(2012) that showed improving in quality of care through the PHC collaborative programme in 
Australia addressing diabetes, chronic heart disease and diabetes prevention.
Additionally, diabetic care needs the interdisciplinary team work, the organization results of 
the synergistic effects of teamwork may never see if all employees work on their own without
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interaction with one another. One member of the team may bring one perspeetive and another 
may build on that perspective to bring about a better perspective, and so on. Consequently, 
working in teams is not only to achieve collective decision-making capabilities but to achieve 
progressive and complex capabilities through the participation of all the team members (A1 
Assaf& Sheikh, 2004).
Further, to reduce incidence of DM cases, patient education and health promotion is needed 
as mentioned in chapter 4 section 4.13 that when problems cannot be prevented, 
appropriately trained patients can at least help to manage minor problems and prevent them 
from becoming acute. It will become easier to extend patient education and involvement 
throughout the health care system as a structure and process for consensus-based, practically 
developed education is created (Enthoven&Vorhaus, 1997).
A1 Hamadi and Roland, 2005 had conducted a comprehensive review of published literature 
in Saudi Arabia PHC; several studies indicated that PHC programmes have been effective 
such as maternal health care, vaccination and control of endemic diseases. However, the 
chronic disease management program was less effective and reasons were poor professional 
skills reflected in misdiagnosis and mismanagement of major chronic diseases sueh as 
diabetes and hypertension.
Additionally, effectiveness of clinical diagnosis was reported in terms of prescribing pattern, 
diagnostic and referral practices. Poor referral practices were observed in terms of high 
prevalence of diabetic retinopathy only 40-68% of diabetic patients were referred to eye 
clinic (A1 Hamadi and Roland, 2005).
However, the diabetie care needs regular continuity of care. Continuity means that the client 
receives the whole range of health services that he or she needs, without interruption, 
termination, or unnecessary repetition of diagnosis or treatment. Services must be offered on 
an ongoing basis. The client must have access to routine and preventive care provided by a 
health worker who knows his or her medical history. A client must also have access to timely 
referral for specialized services and to complete follow-up care (Brown et al, 1998).
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Thus, continuity is sometimes achieved by ensuring that the client always sees the same 
primary care provider; in other situations, it is achieved by keeping accurate medical records 
so that a new provider knows the patient’s history and can build upon and complement the 
diagnosis and treatment of earlier providers. The absence of continuity can compromise 
effectiveness, decrease efficiency, and reduce the quality of interpersonal relations(Brown et 
al, 1998).
10.22 FIFTH YEAR QA PLAN (2006-2010) OUTCOME INDICTORS
Despite the presence of several indicators at the fifth year QA plan 2006-2010 (see appendix 
2), the following indicators were reported by the QA department in DGHS Muscat. Indicators 
need regular monitoring and reporting. This opposes the literature finding in chapter 4 section 
4.14 that argued measuring quality can also be achieved through the development of key 
indicators in order to measure the current performance of a system’s components and 
compare them to the desired standards to be achieved (A1 Assaf& Sheikh, 2004).
There was a dramatic increase in total number of incident report reported by the institution, 
from 168 incidents reported in 2007 to 1404 in 2010. However, no data were available in 
2005-2006.Similarly, the total number of compliant written by the clients had increased from 
3 in 2006 to 83 in 2009.
In regard to training, the percentage of total number of staff trained in communications skills 
and teamwork had increased from 30% to 52% in 2010. There is an incremental increase in 
percentage of staff trained in QA concepts in PHC in Muscat from 2005-2010. It reached 
98% in 2010. The total number of auditors had increased from 74 in 2005 to 139 in 2010. The 
numbers of doctors trained in QA in Muscat were four in 2006 and one in 2009. This 
indicates that more training still is needed especially for communication skills.
Finally, the number of quality improvement projeets conducted from 2005-2010 was 12 
projects that were conducted by the end of 2010. These data illustrates that since the start of 
fifth year plan for QA, the culture of quality was started with enhancement of training and 
research.
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10.23 CLIENTS’ SATISFACTION SURVEY OUTCOME
As an outcome of interview survey, one participant (F) raised the issue of satisfaction survey 
and stressed on the point staff satisfaction needs to be given a consideration. However, 
participant G said that a good achievement was reached in terms of clients’ satisfaction. 
Participant J agreed that there were ehanges in the services provided at different clinics in 
PHC and helped to solve the deficiencies and QA program helped to eliminate these 
defieiencies although some of it were difficult and beyond the program and the capabilities of 
the individuals who are running or supervising the program he said.
Additionally, the review of secondary data in regard to clients’ satisfaction surveys 
discovered that the overall satisfaction score about health center services in Muscat region 
was (72%); thus the satisfaction score for individual health centers services varied from 84% 
to 100%.
56% of respondents visited less than 5 times the health centers in 12 months. In addition, (75 
%) of them had high satisfaction about health center services. In Muscat Govemorate, (84 %) 
of respondents didn’t find difficulties to reach the Health. That means they have a good, 
accessible and available PHC services.
In regards to courtesy of staff; medical record clerks had the highest satisfaction score (86%) 
compared to others categories in the study and followed by courtesy of assistant of pharmacy, 
doctors and nurses (83%). Thus, 50% of the top satisfiers accounted only for courtesy of 
staff. Additionally, cleanliness of waiting area and the elinics were among the top ten 
satisfiers (82%). Good communication with centre staff (no language barriers) seored among 
the top ten satisfiers (81%). This explains another important dimension of quality i.e. 
amenities. Brown et al, 1998 chapter 4, section 4.4, explained that amenities refer to the 
features of health services that do not directly relate to clinical effectiveness but may enhance 
the client’s satisfaction and willingness to return to the facility for later health care needs. 
Amenities are also significant because they may affect the elient’s expectations about and 
confidence in other aspeets of the service. Where eost recovery is a consideration, amenities 
may enhance the client’s motivation to pay for services.
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Additionally, amenities relate to the physical appearance of facilities, personnel, and 
materials; as well as to comfort, cleanliness, and privacy. Other amenities may include 
features that make the wait more pleasant such as music, educational or entertaining videos, 
and reading materials. While some amenities such as clean, accessible restrooms; and privacy 
curtains in examination rooms are considered luxuries in most health care settings, they are 
nonetheless important for attracting and retaining clients and for ensuring continuity and 
coverage(Brown et al, 1998).
On the other hand, the lower ten satisfiers were the speed of getting appointments in health 
centre and the waiting time that had scored 58%. It can be seen, 50% of the bottom satisfiers 
category was coneentrated on the waiting time in health centres in Museat region. The overall 
time spent in health centre and the speed of getting appointments which had the lowest 
satisfaction score (58%).
However, A1 Hamadi and Roland, 2005 (chapter 4 section 4.18) found that the consultation 
time was 5 minutes, which is considered short by the international standards. Moreover, the 
dissatisfaction survey had showed the dissatisfaction was expressed in relation to poor 
eommunication and exchange of information between the patients and providers including 
doctors, nurses and pharmacists. However, another study of health care providers indicated 
that their ability to provide high quality interpersonal care was jeopardized by the levels of 
education in the community, lack of compliance and patients’ insistence on receiving 
medications or being referred to hospitals.
This notion of clients’ satisfaction as discussed in chapter 4, section 4.7.1, stresses the 
importance of the clients and communities served by health care facilities; quality care meets 
their perceived needs, and is delivered courteously and on time. In sum, the client wants 
services that effectively relieve symptoms and prevent illness. The client’s perspective is very 
important because satisfied clients often are more likely to comply with treatment and to 
continue to use primary health services. Thus, the dimensions of quality that relate to client 
satisfaction affect the health and well-being of the community (Brown et al, 1998).
Specifically, patients and communities often focus on effectiveness, accessibility, 
interpersonal relations, continuity, and amenities as the most important dimensions of quality.
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However, it is important to note that communities do not always completely understand their 
health service needs especially for preventive services and cannot sufficiently assess 
technical competence. In addition, health providers must learn about their community’s 
health status and health service needs, educate the community about basic health services, 
and involve it in defining how care is to be most effeetively delivered. Which decisions 
should be made by health professionals and which should be made by the community? Where 
does the technical domain begin and end? This is a subjective and value-laden area that 
requires an ongoing dialogue between health workers and the community. Answering these 
questions requires a relationship of trust and two way communication between the parties 
(Brown et al, 1998).
Evidence from chapter 5 section 5.3.3 stated that while a trend toward using patients’ 
perceptions to rate the quality of health care continues, Rosenthal and Shannon (1997) 
suggest that further understanding needs to be developed concerning the sensitivity of patient 
perceptions as a means of discriminating important differences aeross delivery systems; the 
development of standardized methods to measure patients’ perceptions that are less 
burdensome for patients and less costly to administer; optimal ways of presenting patient 
perceptions to health care providers and decision makers; ethno-cultural issues in the 
measurement of patient perceptions, and the expense and reliability of patient perception as 
opposed to physician peer reviews or reviews of medical records (Rosenthal &Shannon, 1997 
as cited in Howard, 2000). Thus, enhanced understanding may avoid channeling patients’ 
concerns into categories defined by providers (Avis, Bond, & Arthur, 1997). Even so, some 
doubt patients’ abilities to measure the technical quality of care at all(Carson et al., 1998; 
Tucker & Munchus, 1998) (Howard, 2000).
This explains the study conducted in Oman by A1 Mandhari et al, 2004 to explore the 
association between perceived health status and satisfaction with quality of care and found 
when adjusted for the relevant background factors such as age and gender, poor perceived 
health status has been found to prediet less positive judgments of various aspects of health 
care quality. Poor mental health status, for example, predicts less positive judgments of 
aspects that are linked to the accessibility of the service and interpersonal aspeets of care such 
as the working hours of the centre, GP’s attitude and time spent with the GP (P _ 0.05, 0.05 
and 0.01, respectively). Poor physical health status, on the other hand, predicts less
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positivejudgements of aspects such as cleanliness of the building, confidentiality of 
consultation with the GP, explanation about the visit to the antenatal clinic and standard of 
antenatal clinie in general (P _  0.05, 0.05, 0.05 and 0.05, respectively).
The importance of surveying the clients’ need is mentioned in chapter 4 and this is aehieved 
when an organization’s processes and activities are designed and implemented in order to 
continuously meet the organization’s customers’ needs and expectations. As patients tend to 
want more than what they really need, cautious health care professionals must learn their 
patients’ expectations through a good rapport. One suecessful way to achieve this is by 
periodically surveying patients. Surveys provide valuable information on the needs and 
expectations of patients. Likewise, surveys can be designed for other health care customers. 
Then it will be up to the providers to analyse the information obtained from these surveys and 
identify ways to meet expectations and needs (A1 Assaf& Sheikh, 2004). This is evident also 
from the study carried out in Kuwait (similar culture to Oman where this primary survey was 
condueted) that showed the factors influencing patient satisfaction in PHC clinics in Kuwait 
(A1 Hashem wt al, 2011).
Evidence suggests that without customers, the service should be diseontinued. Customers are 
the reason for the existence of service providers. They provide the purpose for the strueture. 
As mentioned earlier in this chapter, one of the main goals of quality improvement is to meet 
the needs and expectations of the customers, both internal and external. As a result, for a 
quality improvement programme to succeed it has to carefully identify its customers and 
learn their needs and expectations, and must find ways to meet them. Otherwise, quality 
improvement will have little or no impaet on what matter the most (Al Assaf& Sheikh, 2004).
However, one of the principles for successful implementation of National QA.I program was 
customer focus. PHC services should be designed to meet the needs and requirements of the 
community and even strive to exceed customer expectations. The QA/I Program shall use 
customers’ perceptions and satisfaction on a regular basis in its evaluation of PHC serviees. 
Thus, the current system does take the opinion of its clients, but the frequency is less and the 
gaps between the surveys are big. This explains the finding from the literature that health care 
professionals are pointing increased importance to patients’ assessment of quality of care to 
the point where patient/client satisfaction is being studied, measured, and prioritized in
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budgets (Laine & Davidoff, 1996). Much of the support for input from clients is based on an 
argument that the most important predictors of satisfaction of quality of care are the outcomes 
of the health care experience itself. That is, the patients’ levels of satisfaction with medical 
outcomes and access to care when needed are measures of quality health care (Jatulis, 
Bundek, &Legorreta, 1997 as cited in Howard, 2000, chapter 5 seetion 5.3.3). This also 
evident from the study of evaluation of structure and provision of PHC in Romania (WHO- 
EURO, 2012)
10.24 STAFF SATISFACTION SURVEY OUTCOME
For staff satisfaetion survey, the researcher could not compare the outcome results of these 
surveys in chronological sequence as the tool used to measure the satisfaction was different. 
Additionally, for 2008 staff satisfaction survey, the tool was in Arabic and targeted the 
administrative staffs only who work at the health services at the Govemorate from all over 
the sultanate and not Muscat only i.e. it was national survey. The overall all satisfaetion rate 
was 53% in 2007 and 60% in 2010, whieh means the staff satisfaction rate in PHC is low. 
Evidence suggested that provider-based assessment frameworks continue to be popular, 
coming into vogue indifferent configurations such as “outcomes management,” “physician 
profiling,” “continuous quality improvement” (CQI), “benchmarking,”“indicators,” “severity 
measurement,” “appropriateness,” and “total quality management” (Howard, 2000, chapter 5 
section 5.3.1).
Further, 2007 Staff satisfaction survey outcome was intended to establish baseline data from 
whieh wilayats and PHC institutions could develop improvement strategies and action plans. 
The data were used to provide an aid in identifying real improvement opportunities. 73% 
were satisfied in working at the facility and 72% were satisfied with overall satisfaction with 
the profession.
The top 10 satisfiers of staff was the importance of working at PHC faeility scored 78%, 
followed by their competencies and quality of care provided, cooperation among staff, team 
spirits, safe working environment, number of working hours, recognition by immediate 
supervisor, working schedule and pride to belonging to facility. However, the lower 10 
satisfiers of PHC staff were opportunities for higher studies, promotion and pensions had
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scored lower than 60%. Other that scored below 70% were the workload, the amount spend 
with each patient, opportunities to leam new skills, amount of paper work and the payment.
On the other hand, 2010 staff Satisfaction survey had measured different variables which 
were related to Work. Such as resources, payment, work content, autonomy, supervision, 
opportunity for advancement, job security, prestige and provisional & patients’ relationships. 
For resources the survey results showed that staff facility competence score 78% of 
satisfaction also quality of care scour 77% but 62% only of satisfaction score for supplies 
and equipment and 69% score for safety, cleanliness and comfort of the working 
environments. For payment, most staff was dissatisfied with the salary. For work content, 
most staff was agreed that the work is important in the institution where they work (80%), 
however; they were dissatisfied about the workload (58%).
For autonomy, organizing goals in the facility record scored highest for staff satisfaction 
(68%) after that the flexibility in doing work by (67%). For supervision, instructional abilities 
of immediate supervisor seored (75%) of staff satisfaction. For opportunity for advancement, 
on average it recorded (47%) for both indicators. In regard to job security, security in keeping 
job if duties are adequately preformed recorded (62%). The status/ prestige, on average, it 
reeorded (76%). For provisional Relationship, team spirit among different categories 
recorded (73%) and colleagues cooperate in the facility score (75%). Patient Relationship 
recorded (67%).
Aghazadeh, 2002 found that research has shown that a satisfied employee is directly related 
to satisfied customers. Additionally, Al Hamadi& Roland, 2003 argued that the morale and 
motivation of staff could also be improved by foeusing on working hours, patient load, and 
salaries, and by improving resources and facilities and the motivation and empowerment 
necessary to improve performance.
Although, as the health care system must respond to the patients’ Perspectives and demands, 
it must also respond to the needs and requirements of the health care provider. In this sense, 
health care providers can be thought of as the health care systems internal clients. They need 
and expect effective and efficient technieal, administrative, and support services in providing 
high-quality care (Brown et al, 1998, chapter 4 section 4.7.2).
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10.25 QUALITY IMPROVEMENT
Most of the participants responded to this theme similarly to the answers related to QA 
monitoring theme. The idea of QI is not clear and no participant had mentioned neither about 
the key performance indicators in PHC nor the PHC service indicators and the service 
utilisation reviews where all these data are available at the registers or the computerised 
Shifaa system. It can be seen that the QA staff are not utilising the available data to make 
decisions and improvement on the current. This is can be linked to the finding in chapter 7 
where most data at the register i.e. diabetic register are incomplete or in-available. In 
conclusion, there is a defect in the documentation process in PHC and utilization of available 
data in order to make evidenced based decisions.
10.26 QA CULTURE
In regard to the evolution of QA program in PHC, most participants agreed that this evolution 
had led to changes in PHC services. Participant (D) felt that changes had occurred in terms of 
client satisfactions, standardization of services and in developing PHC policies. The central 
stakeholders of QA program believed that the changes in the QA program goes in parallel 
with international and health updates, for example when H lN l outbreak happed a quality 
checklist was developed to cover this issue, and according to health changes they 
accommodate the services in PHC.
Most participants’ agreed that a big change had happened in PHC since the implementation 
of QA program. They think improvement had occurred and this improvement was referred 
back to QA program monitoring process that happened and was introduced for the first time 
in PHC in 2001. One participant (J) pointed out that since the start of QA program, the 
culture had created that wasn’t there in PHC. Although, the change proeess was difficult 
especially for staff, pin pointing the mistakes was difficult to accept although it was clear that 
this is part of improvement process.
10.27 QA CHANGE IN PHC
Most of the respondent agreed that a change had happened at PHC since the implementation 
of the QA program. For example, one participant believed that the computerization at PHC 
had helped a lot in the documentation process. Further, another area of improvement was the
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formation of family units where all families assigned to a group of physicians to ensure 
continuity of care delivery.
Additionally, the culture of the staff had changed; they’re looking into the improvement, and 
to deliver better service to their clients in order to achieve customer satisfaction, patient 
safety and staff safety. However, it is mentioned that all this depends on the attitude of staff 
and how they are trained.
Furthermore, at the health centres where new PHC policies had implemented; there were 
changes and quality culture had changed. Staffs are more committed and interested to work. 
Another respondent mentioned that the QA program initially was focused on the level of 
ministry and the region. However, now it is more disseminated to all staff in the regions. This 
had given more chance to the staff to work and to assign responsibilities and to monitor the 
quality performanee at the wilayats. Surprisingly, one respondent (H) disagreed that the QA 
program had led to change in PHC and said:
I  can say maybe 10%. Whatever improvement or change that is happening is not related 
directly to quality program. I f  it reached 50% change, because o f other changes it makes, the 
effectiveness is less.
10.28 QA/I SUCCESSES IN PHC
One of the successes was the staff satisfaction survey as mentioned by one respondent and 
the best health centre award that was implemented in PHC for the first time. As well, the 
development of the QA research area and starting the quality improvement projects was a 
success. All these researches about the quality had led to better patient outcome as mentioned 
by the participants.
10.29 QA/l DEFICIENCIES IN PHC
One of the deficiencies was the lack of trained staff in QA area that was assoeiated with 
turnover of staff in PHC. Additionally, the area of continuous professional education in 
quality area was few. However, the participants wanted the area of CPD to be developed and
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continuous update of staff is given in QA area. Hence, training should be continuous and 
regular.
Moreover, another deficiency was the standards setting and revisions. Respondents wanted a 
taskforce to be formed in order to set and revise the PHC standards. Another point brought up 
was the role of the central QA/I committee, one respondent mentioned that this committee 
needs to be re-activated and take full responsibility of the program as it is not functioning at 
the moment.
Another deficiency mentioned by the respondents were the monitoring of the focal point 
workload as it depends on how many health centres each focal point is working for in PHC 
i.e. one focal point in each wilayat. In addition, the appreciation of the staff as there is 
appreciation but it’s not enough for the staff they need more incentives in order to motivate 
them. The main ministry should focus on the region where the needs to be establish the 
quality. Once it is being established, they can move to other regions. There should be more 
people employed in the quality section and the central QA Department should be activated 
with more QA staff and more specialties such as patient safety and risk management. It was 
mentioned that at least 50% of the health workers in the health centre should be trained about 
the quality program and the need to do community awareness about the quality is also 
important. Surprisingly, one participant pointed out that since implementation of QA program 
there was no motivation for the staff and hence no creativity and the program became as a 
routine process.
10.30 QA/I CHALLENGES IN PHC
The respondents felt that communication skill is still the major challenge. Motivation is 
another gap which needs to be fulfilled as it affects quality and quality of work. The audit 
process and attitude of auditors is another area. Top management commitment is another 
challenge.
Additionally, involvement of community is another challenge as to achieve a better 
satisfaction is also a challenge. However, setting the quality in health care in general is not 
easy. If you are in between the health care and the community and you have to satisfy both.
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you have to raise issues sometimes against the staff like medical errors, we have to work 
more on that, we have to document it; we have to find solutions for the errors. On the other 
hand we have also to satisfy the community. The work stress is the real problem for the 
quality not being going smoothly in all aspects. Sometimes the workload also, that staff don’t 
have time to do QA work. The challenge is how to improve and maintain the system in the 
coming years, which is not easy.
Further, another challenge is to keep the health professionals aware and updated in area of 
quality, to strengthen the supervision and communication, and to motivate the staff, to 
strengthen the commitment of the head of the programs at regional and central levels to cover 
the deficiencies. As well, the documentation processes need to be looked at, the involvement 
of end-users to be involved in planning of quality programs.
10.31 CONCLUSION
In many countries, evaluation has been tied to managerialism in attempts to improve 
economic productivity and the management of government and to control sectors of society 
such as the public professional sector (House, 1993, chapter 5 section 5.2). Similar evaluation 
of quality care management system was conducted in Slovenia (WHO-EURO, 2008).
In its attempt to improve the quality of health services, the Ministry of Health has studied the 
implementation of national accreditation systems in health care organizations through 
developing national accreditation standards that comply with the most recent international 
quality standards, but are adapted to local situations as well as building the national capacities 
to execute the system in health care organizations (MoH, 2006, chapter 3 seetion 3.23).
Several objectives have been formulated to achieve the aim of the national QA/I program in 
Oman , such as , to develop and implement the quality standards in PHC facilities, to ensure 
accurate and on-going assessment of performance of PHC faeilities through the identification 
of deficiencies and requirements for meeting the preseribed standards, improving outcome of 
PHC services, empowerment of staff and introducing motivating factors to encourage 
proactive involvement of all PHC staff in QA/I aetivities, optimal and efficient use of 
resources and mobilize adequate resources to sustain QA/I in PHC and to build effective
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community partnerships and encourage community participation in QA/I efforts (Moh, 2005, 
chapter 3 section 3.17). However, from the evaluation of the National Omani QA/I program 
from 2002 to 2010 had identified several factors affecting the effectiveness of the 
implementation. Figure 10.1 below shows the status of the current system.
Figure 10.1 Current Omani QA/I Program Model
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Figure 10.1 illustrates the status of the current QA/I program in Oman. The program has an 
infrastructure, vision, national policy, HRM, leadership commitment, and monitoring system.
The current QA/I system has good accessibility, availability and affordability to the 
population. MoH has a good distributions primary health care centre with acceptable staffing 
levels and HRM. Additionally, the decentralization of health care management to regions 
allowed for better health care planning, as well as running the operational process for the 
health programs and PHC services monitoring and support.
Over the 8 year period, the quality culture has grown in PHC in Muscat Govemorate. The 
system has a vision, objectives and a policy. Different quality activities are conducted. 
However, as revealed by this survey, the PHC staffs have reached a plateau. The non­
conformity reports (NCRs) they identify as part of the audits activity remained unsolved and 
became repetitive and mostly have to do with aspects that are beyond their capacity
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(structure, equipment, training, health information system etc.) that need strong leadership 
decision and commitment to be solved.
The evaluation of the National Omani QA/I program from 2002 to 2010 had identified 
several factors affecting the effectiveness of the implementation. The objectives mentioned 
above (chapter 3 section 3.17) of the current system have been reached but to different extent 
i.e. some had reaehed and other still needs to be worked at.
The WHO, EMRO report 2003 (chapter 4 section 4.29) has recommended that essential 
changes have occurred affecting the health delivery of the health services sueh as économie 
development and financing approaches, globalization of trade and knowledge, and the shift to 
privatization. Pressures on health systems include démographie change, changing disease 
patterns, increased environmental hazards, emerging technologies, global eommunication 
networks and increased expectations of users. All these changes have further increased the 
critical importance of primary health care and its central role in sustainable development.
In order to revitalize primary health care as the central foeus of national health systems in the 
region there needs to be: renewal of the commitment of politicians and decision-makers 
towards primary health care/health for all and translation of that commitment into reality 
through increased budget allocation for primary health care and expanding the delivery of 
health care services to all population groups in an efficient, integrated and simplified manner; 
initiation of wide-ranging discussion to unify international vision, strategies and support to 
primary health care; orientation and reorientation of all health workers to the relevance of 
primary health care/health for all through the revision of training curricula and on-the-job 
training; integrating health and in particular primary health care into the socioeconomic 
development process through community-based initiatives and the use of problem solving 
techniques; improving management skills and capabilities at all levels with emphasis on 
financing of health care; developing feasible models and strategies for urban primary health 
care and recognizing the role of alternate therapies of proven value; introducing continuous 
quality improvement and accreditation programs; formulation of rules and regulations for the 
private sector as well as plans for cost sharing without marginalization of the poor; and 
coordination between the levels of care and development of an effective and effieient referral 
system.
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In addition, the demographic change, changing disease patterns, and increased expectations 
of users; all these changes have further increased the significant importance of QA program 
and how to sustain the system in PHC. A quality improvement is an essential component of 
all aspects of primary care, but existing quality improvement strategies are fragmented and 
uncoordinated. Factors affecting the effectiveness of the current QA/I system are:
• HRM: the research showed that intensive training is needed for QA/I program 
including training in patients safety, infection control, auditors refreshment trainings, 
awareness QA training, communication skills training. Capacity building is needed at 
the QA area. The number of family physicians is not enough to run the PHC program 
at the eurrent system.
• Budgetary constraints: no budget is allocated for the QA program where a lot of 
activities are running in the system.
• QA Research needed to be strengthen along with capacity building in this area
• Community involvement: community is involved at the Wilayat level; however, at the 
planning level and health centre QA teehnical committee the involvement is not there. 
The community has to play a significant role in shaping the PHC services.
• Documentation process is poor at the PHC
• Health information system needs to be user friendly and powerful in order to extract 
accurate information that aid for better decision making at the PHC level.
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Figure 10.2 below shows the proposed new model for Omani QA/I program in PHC
Proposed Omani QA/I Program Model
• Continuous 
evaluation and 
benchmarking
Partnership 
with 
community
Leadership
commitment
Process
management
Programs 
based on QA 
tools
Strong central 
QA
department
Figure 10.2 above illustrates that the new QA/I model.
Coverage and utilization of health serviees need to be assessed based on population figures 
and incidenee of conditions. Services should be reviewed regularly identifying performance 
levels and available resources and assessing implementation of quality care standards and the 
surrounding environment of the facility. Such continuous review of available eare is 
neeessary to identify lessons and experience elsewhere and identify best praetiee (WHO, 
EMRO, 2003). The current system needs the following:
• Strong central QA department at the ministry of health level, that giver regular
support and cushion and monitoring to all the Govemorates in Oman.
• The partnership with the community should be stronger and enhanced. Hence,
community should be involved at the level of planning process.
• Regular evaluation should be there at the system
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• Benchmarking should be initiated
• The process management should be patients centred care and include Clinical 
teamwork approach, Proper documentation. Patients centred care , EBM/CPG, Family 
practice. Balance between PHC and secondary/Tertiary care
• Strategic Planning should include: Cost, budget, research, QI
• The health program should be based on the QA statistical tools
• The leadership commitment needs to be strengthening.
• The HRM needs to be strengthening in terms of capacity building and in-job training.
10.32 RECOMMENDATIONS
• Top management commitment is necessary to support the national QA system.
• The Ministry of Health should establish/strengthen a Quality Department to take and 
manage the responsibility of the national QA/I program.
• Well qualified and experienced staffs are needed to support the infrastructure of this 
national program.
• The QA research and on-job training activities need to be strengthening at the national 
level as it is a principal foundation of QA program.
• The incorporation between the central and the regional QA/I committees must be 
strengthened and hence the involvement of the PHC facilities.
• The PHC department must work side by side with the Quality department to aid the 
implementation of this program and to achieve successful outcome of the national system
• The current manual for QA standards in PHC must be revised as it only focuses on 
structure of the current system. It should be upgraded to cover processes and outcomes in 
PHC services based on clinical management.
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• New standards should be introduced to the checklist that concern with quality and patient 
safety, community involvement, management of support services, management of 
facilities, human resources, management of information, patient care, patient rights and 
staff qualification and education.
• National cadres need to be developed to manage the program and foster the culture of 
national improvement.
• The frequency of all QA activities and surveys at the current system needs to re-evaluated
• Incentive and motivations mechanism need to be introduced to foster the QA culture
• Re-evaluation of the cost effectiveness of PHC needs to be conducted.
• Encourage the development of national programme of accreditation for primary health 
eentres
• All PHC policies and guidelines needs to be revised and to be evidenced based 
guidelines/policies. Hence a policy division to be established at the central level.
• To re activate the role of the central QA and patient safety committee.
• Indicators need to be developed. Indicators of quality service should be incorporated into 
performance management system.
• Quality and service delivery in PHC should also be monitored.
• Community and clients views must be vigorously obtained through accessible 
mechanisms and representation in governance structures.
• The fi-equency of satisfaction survey should be looked at.
• The family practice to be enhanced through inereasing the capacity building of family 
medicine doctors in PHC.
293
• Need assessment of the PHC human resources needed to be studied
• The workload in PHC must be re-evaluated.
10.33 SUGGESTIONS FOR FUTURE RESEARCH
Future research can also be extended to the whole of the Sultanate. Future research should be 
carried out to determine the cost effectiveness of the program in PHC. This would help to 
generalise the results and the outcome for the whole country where larger samples will be 
obtained. The Omani QA/I system will be unable to fulfill its potential unless the 
deficiencies, barriers and challenges identified in this research are addressed. Future research 
is needed to make more objective evaluation of the quality of clinical services, and to identify 
interventions that are effective in improving patients’ care.The outcome of this study should 
help in future organizational changes. Finally, it is important to know whether managers can 
influence these changes.
10.34 CONTRIBUTION OF THIS STUDY
This research should enable the policy makers and decision makers in MOH in Oman to re 
address the quality management system in PHC and to help in implementing the 
reeommendations suggested in this research that will improve the quality of care delivery at 
PHC.
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APPENDIX 1:
The Geographic distributions of Governorates in Oman
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Appendix 2:
National Strategic Fifth year Quality and patient safety plan 2006-2010
Vision: Quality Assurance of Health Services and Patient Safety
Goal: Provision of High Quality Health Services 
Domain: Quality Assurance / Improvement and Patient Safety
INTRODUCTION:
Scientific studies and practical applications have internationally proved that the 
implementation of quality systems is considered the ideal way to improve services in 
various sectors. One of the main reasons calling for the implementation of quality 
assurance/improvement systems in health service is the community desire to get 
distinguished health services. The effective implementation of quality systems 
requires joint work between all health care workers in one side and different 
community sectors on the other.
The availability of data and indicators is considered the cornerstone for success of 
quality systems especially indicators related to medication errors, medical errors and 
nosocomial infections. It is worth mentioning that the absence of quality systems in 
health care organizations leads to increase and irrationalized expenses of health 
services, users’ dissatisfaction as well as high rates of medication and medical errors.
It was proved by experience that the implementation of quality systems does not 
necessarily require increase of resources and costs. However, it can be applied 
within the existing resources with paying more attention and focus on disseminating 
quality culture among all health care workers.
The health care delivery system in the Sultanate of Oman has the advantage of solid 
infrastructure, well established standards; policies and plans, effective community 
participation, availability of sound information network as well as highly committed 
and supportive organizational structures and leaderships. All these potentials are 
considered the main successful factors for establishing and developing quality 
assurance / improvement systems in health services in the Sultanate.
In its endeavour to improve the quality of health services. The Ministry of Health 
has studied the implementation of national accreditation systems in health care 
organizations through developing national accreditation standards that comply with 
the most recent international quality standards, but are adapted to local situations as 
well as building the national capacities to execute the system in health care 
organizations.
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OBJECTIVES:
1- To establish and develop quality management systems in health eare services.
2- To ensure safety of patients and health eare workers.
3- To improve satisfaction among users and providers of health care.
4- To achieve optimal utilization of resources.
5- To train and qualify national Omani cadres to lead the quality assurance / 
improvement programmes in their regions.
OBJECTIVES’ INDICATORS:
INDICATORS
PAST
SITUATION
2000
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
First Objective Indicators: To establish and develop quality management systems in 
health care services
1- Percentage of primary health care 
facilities* implementing quality 
assurance / improvement Programme.
None 64 facilities 
(38.8%)
More than 80%
2- Percentage of secondary and tertiary 
health care facilities** implementing 
quality assurance / improvement 
Programme.
None Start with 5 
facilities 
(25%)
More than 80%
3- Percentage of trained primary health 
care workers on basics, concepts and 
applications of quality assurance and 
improvement Programme.
None 2200
(36.7%)
More than 70%
4- Percentage of trained health care 
workers in secondary health care 
facilities on basics, concepts and 
applications of quality assurance and 
improvement Programme.
None 400
(3.5%)
More than 50%
5- Number of qualified auditors to 
conduct audit activities on quality 
systems and Programmes in health care 
facilities.
None 240 600
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INDICATORS
PAST
SITUATION
2000
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
Second Objective Indicators: To ensure safety of patients and health care workers
1- Rate of infection in health care 
facilities
11% 10% 7%
2- Number of medical errors registered 
in health care facilities.
Due to lack of data, an initial 
statistics will be collected to 
evaluate the situation in the 
beginning of the plan
Decrease by 5% 
every yearly
3- Number of reported staff injuries in 
health care facilities.
Due to lack of data, an initial 
statistics will be collected to 
evaluate the situation in the 
beginning of the plan
Decrease by 
10% every year
Third Objective Indicators: To improve satisfaction among users and providers of 
health care
1- Rate of user satisfaction of primary 
health eare services.
None 75%
(average of 
statistics of 4 
regions)
More than 70%
2- Rate of user satisfaction of 
secondary health care services.
None None More than 70%
3- Rate of provider satisfaction in 
health care facilities.
None None More than 75%
4-Existence of approved, documented 
motivation system to health care staff.
None None Approval and 
implementation 
of the system
5- Number of registered patients & 
relatives complaints.
Due to lack of data, an initial 
statistics will be collected to 
evaluate the situation in the 
beginning of the plan
Decrease by 
10% every year
6- Percentage of trained health care 
providers in communication skills & 
teamwork.
None 300 
(% 1.7)
More than 50%
Fourth Objective Indicators: To achieve optimal utilization of resources
1- Average daily patients visits to:
■ General Practitioner
■ Specialist
Due to lack of data, an initial 
statistics will be collected to 
evaluate the situation in the 
beginning of the plan
Decrease by 
10% every year
2- Mean number of visits / person / 
year.
4.1 4.3 4.00
3-Mean number of investigation 
procedures / person.
4.00 4.5 3.8
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INDICATORS
PAST
SITUATION
2000
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
4-Number of radiographie procedures / 
1000 population.
333 360 320
5-Average length of stay in hospitals 
(in days).
4.1 3.8 3.5
6-Average cost of patient visits to 
primary health care facilities (R.O.).
#1.5 R .0 ##2.5 R.0 Decrease by 
10% every year
7- Average cost of patient visits to 
secondary and tertiary health eare 
facilities (R.O.).
# 9.5 R .0 ##17.2 R.0 Decrease by 
10% every year
8- The average cost of patients 
hospitalized in secondary and tertiary 
healthcare facilities (per day).
#43.5 R .0 ##47.4 R.0 Decrease by 
10% every year
Fifth Objective Indicators: To train and qualify national Omani cadres to lead the 
quality assurance / improvement programmes in their regions
1- Number of Omani physicians 
participated in the national training 
Programme in quality assurance / 
improvement in health care.
None None (still in 
process)
10
2- Number of Omani nurses and other 
health eare professionals participated in 
the national training Programme in 
quality assurance / improvement in 
health eare.
None None (still in 
process)
20
3- Number of national cadres prepared 
to get higher degree in quality 
assurance / improvement in health care.
None 6 15 specialized 
national cadres
* Healthcenters +  Extended health centers (except Bawshar polyclinic andAl Wttyah 
extended health centre) +  local hospitals.
** Royal hospital and referral hospitals in the regions and governorates +  Willayat hospitals 
+ Bawshar polyclinic and Al Wattyah extended health centre.
# Data o f health care facilities o f the ten regions as well as Royal hospital.
## Data o f health care facilities offour regions (Muscat, Dohfar, North Al Batinah and South 
Ash Sharqiyah) as well as the Royal hospital.
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STRATEGIES:
Strategies to Achieve objective: To establish and develop quality management
systems in health care services
1-1- Formulation of the organizational structure for the quality system on the central 
and regional levels as well as health care facilities.
Expected results:
■ Facilitating of implementation of the quality assurance / improvement and patient 
________safety Programmes in health carc facilities.___________________
1-2- Accomplishing quality management systems in all health care facilities through:
■ Disseminating quality culture to all heath care workers.
■ Preparing and developing operational manuals and guidelines.
■ Setting standards and indicators to measure performance in health care 
facilities.
■ Setting and implementing quality control/monitoring system.
■ Implementing quality improvement projects.
Expected results:
■ Raising awareness of health carc workers about basics, principles and applications 
of quality in health carc.
■ Establishing an effective quality control/monitoring system.
■ Establishing effective approaches to perform, follow up and reform the quality 
________Programme at all levels.________________________________________________
1-3- Developing skills of health care workers in quality assurance / improvement 
Programme through:
■ Executing training Programmes for health care workers about concepts of 
evidence-based health care.
■ Executing training Programmes for health care workers to develop their 
communication skills.
■ Preparing and training audit teams.
■ Exchanging experiences at national, regional and international levels.
Expected results:
■ Health carc workers shall acquire knowledge and skills that arc necessary to 
improve their performance.
■ Qualified and well trained audit teams.
■ Getting benefits from national and international experiences.
1-4- Implementing studies and researches in health care quality.
Expected results:
■ Provision of data and information about performance rates.
■ Facilitating setting of developmental action plans to improve the quality of health 
services.
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1-5- Integrating quality system in computer Programme and developing a web site for 
quality.
Expected results:
■ Facilitating the process of evaluation and follow up of the quality Programmes in 
all health carc facilities.
■ Disseminating the quality culture and easy access of information related to the 
Programme to all concerned.
Strategies to Achieve 2^  ^objective: To ensure safety of patients 
and health care workers
2-1- Executing Training Programmes in patient safety for health care workers. 
Expected results:
■ Raising awareness of health carc workers regarding patient safety concepts 
and principles.
2-2- Executing Training Programmes in infection control for health care workers. 
Expected results:
■ Raising awareness of health carc workers about infection control policies and 
procedures.
2-3- Establishing a system that ensures the safety of patients and health care workers 
through:
■ Setting operational manual for policies and procedures that ensure the safety 
of patients and health care workers.
■ Setting standards of patient’s rights that take into account the social, ethical 
and professional aspects.
■ Executing research studies about medication and medical errors in health 
care facilities.
■ Setting a mechanism for follow up and monitoring of patients’ safety. 
Expected results:
■ Approval and implementing the operational manual of patient safety policies and 
procedures.
■ Issuing the document of patients' rights.
■ Preventing the occurrence of medical and medication errors.
■ Reducing acquired infections in health carc facilities.
■ Preventing job related injuries among health carc workers.
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Strategies to Achieve 3*^  ^objective: To improve satisfaction among users
and providers of health care
3-1- Conducting periodical surveys to assess user’s satisfaction (in collaboration with 
The Ministry of National Economics).
Expected results:
■ Provision of the necessary data about user's satisfaction of health carc services.
■ Identifying the weaknesses and strengths and implementing the necessary 
interventions.
3-2- Conducting periodical surveys to evaluate the level of staff satisfaction in health 
care facilities.
Expected results:
■ Provision of the necessary data about the level of staff satisfaction.
■ Identifying the weaknesses and strengths and implementing the necessary 
interventions.
3-3- Enforcing community participation and activating the role of health committees 
in quality improvement activities and projects.
Expected results:
■ Disseminating quality culture in the community.
■ Creating effective community participation that supports the quality system.
3-4- Establishing a system to motivate health care workers and improve their 
occupational conditions.
Expected results:
■ Improving workers' performance.
 ■ Achieving job stability._________________________________________________
Strategies to Achieve 4*^  objective: To achieve optimal utilization of resources
4-1- Setting an effective mechanism to review the utilization of resources in health 
care facilities.
Expected results:
■ Identifying the aspects of irrationalized use of resources.
4-2- Periodical follow up of health services cost reports.
Expected results:
■ Getting optimum benefits and cost effectiveness of utilization of resources.
314
Strategies to Achieve 5*^  objective: To train and qualify national Omani cadres 
to lead the quality assurance / improvement programmes in their regions
5-1- Setting and implementing a training plan to prepare and certify national quality 
professionals in health care that includes three stages:
■ Conducting an initial training Programme (practical and theoretical) in the
Sultanate in quality assurance/improvement in health care.
■ Sending some participants (who passed the initial training Programme) 
abroad for short-term training courses in the area of quality.
■ Qualifying some cadres to have post graduate degree in quality in health care.
Expected results:
■ Preparing qualified and specialized national professionals in total quality 
management systems to lead quality assurancc/improvcmcnt Programmes in their 
regions.
STRATEGIES’ INDICATORS:
INDICATORS
FOLLOW
UP
TIMING
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
Indicators of Strategies of the 1®* Objective
1-1-a- Presence of documented 
organizational structure for quality system 
at central level.
Annually Quality
department
Documented
organizational
structure
1-1-b- Number of regions with documented 
organizational structure for quality system.
Annually 4 regions 10 regions
1-2-a- Number of Programmes and health 
services that have operational manuals and 
documented performance standards.
Annually Presence of 
operational 
manuals and 
documented 
performance 
standards in 
primary 
health carc
Presence of 
operational 
manuals and 
documented 
performance 
standards in 
all health carc 
levels
1-2-b- Number of regions (and health carc 
facilities) that implement quality audit / 
monitoring system.
Annually 4 regions 10 regions 
(more than 
90% of health 
carc facilities)
1-2-c- Number of workshops to train 
health workers on quality assurance / 
improvement principles, concepts and 
applications.
Annually 90
workshops 
(at 4 regions)
10 workshops 
(at least) for 
each region 
during the 
plan
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INDICATORS
FOLLOW
UP
TIMING
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
1-2-d- Number of workshops to train health 
workers on the tools and approaches of 
quality improvement.
Annually None 3-5 workshop 
for every 
region during 
the plan
1-2-c- Percentage of wilayats applying the 
quality improvement projects.
Annually None More than 
40% of the 
wilayats
1-3-a- Number of training workshops to 
prepare quality auditors.
Annually 8 workshops 15-20
workshops
1-3-b- Number of regions that conduct the 
annual top management reviews for quality 
systems in health carc facilities of the 
region.
Annually 4 regions 10 regions
1-3-c- Number of training workshops to 
train health workers on principles and 
concepts of cvidcncc-bascd health carc.
Annually One 
workshop in 
every region
3-5 workshops 
for every 
region during 
the plan
1-3-d- Number of workshops to train health 
workers on communication skills.
Annually 12
workshops in 
4 regions
10 workshops 
( at least) for 
each region 
during the 
plan
1-3-c- Number of participations in national, 
regional and international conferences and 
training workshops on the quality field and 
patient safety.
Annually 10 One 
participation 
(at least 
annually)
1-4-a- Number of researches and studies 
that have been conducted in quality 
assurance/ improvement and patient safety.
Biennially 2 studies 3 researches
1-5-a- Integration of Quality System in the 
computer programme
By the end 
of2008
None Quality
system
computerized
Indicators of Strategies of the 2"** Objective
2-1-a- Number of training workshops for 
health carc workers in principles and 
concepts of patient safety.
Annually None 3-5 workshops 
in each region
2-2-a- Number of training workshops for 
health carc workers in infection control 
policies and procedures in health carc 
facilities.
Annually None 3-5 workshops 
in each region
2-3-a- Availability of policies and 
procedures manual regarding patients and 
health carc workers safety.
2008 None Approved
manual
316
INDICATORS
FOLLOW
UP
TIMING
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
2-3-b- Availability of approved document 
regarding patient’s right in different levels 
of health carc
2008 In progress Approved
document
Indicators of Strategies of the 3^ *^* Objective
3-1-a- Percentage of health carc facilities 
that implement customer satisfaction 
survey (in primary, secondary and tertiary 
carc).
Annually 40 primary 
health carc 
facilities.
More than 
60% of health 
carc facilities
3-2-a- Number of regions that implement 
staff satisfaction survey in their health carc 
facilities.
Biennially In progress 
in 4 regions
10 regions
3-3-a- Number of workshops to train 
community support groups in quality 
assurance and improvement.
Annually 15
workshops (4 
regions)
5-10 
workshops per 
region during 
the plan
3-4-a- Percentage of distinguished staff in 
health carc facilities who get financial 
incentives.
Annually No statistics 
available
5% annually 
in each region
Indicators of Strategies of the 4*** Objective
4-1-a- Number of annual utilization review 
reports of health service in all regions
Annually One annual 
report / 
region
2 annual 
reports / 
region
4-2-a- Preparing annual report for each 
region to compare costs of health services 
with other regions and with the national 
rates.
Annually Not available One annual 
report / region
Indicators of Strategies of the 5*** Objective
5-1-a- Number of Omani cadres who 
participated in initial national training 
Programme in quality 
assurancc/improvcmcnt in health carc.
By the end 
o f2006
Selection in 
process
30 participants
5-1-b- Number of national staff who were 
sent abroad for short courses in quality 
assurance and improvement.
Biennially 4 At least 25% 
of staff 
working in 
quality
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INDICATORS
FOLLOW
UP
TIMING
CURRENT
SITUATION
2005
TARGETED
SITUATION
2010
management
5-1-c- Number of national cadres who have 
been prepared to get post graduate degree 
in quality management in heath carc.
Biennially 6 national 
cadres
(at least) 15 
national 
professionals
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APPENDIX 3:
PHC centres in Muscat Governorates
Wilayat HEALTH CENTRE (HCs)
MUSCATMuscat
YETI
EEFA
MUTTRAHMuttrah
W ADIALKABEER
RUWI
AL WATTAYA
AL AMERATAl Ameart
ALNAH DH A
SIYA
AL HAJIR
Al ANSABBaousher
ALKHUWIRE
ALGHOUBRAH
ALATH IBA
ALSH A DIA’Seeb
ALSEEB
ALK H OUD
ALMABEELA
ALM ABEELA SOUTH
NORTH MAWALEH
AL MAWALEH
ALH AIL
QURYIAT POLYCLINICQuriyat
ALM AZRA A
WADI ARBEEN
BAMA
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Appendix 4
QA Program Evaluation Questionnaire
Introduction:
The aim of this questionnaire is to explore different Ares of quality assurance 
program at primary health care. It is targeted towards head of QA program, 
Wilayat health directors, in charge of health centres, nursing in charges and 
quality assurance coordinators and focal points and staff who work in quality 
system ONLY. This will aid in planning better services in PHC setting.
Please if you have any query or you need any clarifications in this questionnaire 
do not hesitate to contact me at any time on 24782101
Personal identity is not asked for in this questionnaire.
Kindly send the questionnaire back to Planning department -DGHS-MUSCAT 
All data provided will he kept confidential
Regards,
Dr Qamra Al Sariri 
Director of Planning 
PhD student 
DGHS-Muscat
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Written mission statement: the vision and priorities 
of the health centre
Product description: detailed description of the 
care for different patients population
Quality profile: concrete description of quality 
characteristics and quality standards of health care 
delivery
Quality policy document: a description of the aims 
of quality assurance, the desired level of care 
delivery and the ways of the health centre for 
achieving these goals
Quality action plan for whole health centre: written 
document with measures for implementation and 
planning of action to realize quality goals.
Oualitv action plan for some services/dent within 
health centre
Oualitv action plan for everv services/dept within 
health centre
Annual quality report: a report on all activities that 
were performed to assure the quality of care and 
the results of the activities
Quality handbook: a description of all procedures 
that the health centre uses for quality assurance 
and the persons that are responsible for the 
compliance with the procedures.
Explanation note: In development means: one or more persons of the health centres or 
wilayat are working on the development of the document.
Condition and Human Resources Management
Does your health centre have/make special provisions for the implementation of 
activities of quality assurance /improvement? More than one answer is allowed
No special provision
Training/education of staff/management 
Training /education of professionals
Professionals are allowed to participate in QA activities within regular working 
hours
Appoint a quality coordinator
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Set up a steering committee (i.e. QA technical committee)
Set up quality working groups 
Budget for quality management 
Support by QA consultants
Is there a relationship between human resources management and quality policy 
in your health centre?
More than one answer is allowed 
Does not apply
Selection of new personnel with positive attitude to quality assurance 
Training new professionals in quality improvement methods 
Continuous education takes place based on priorities in quality policy 
Professionals are encouraged to develop themselves in their profession. 
Participation in quality improvement projects is required.
How does the management stimulate the involvement of professionals in quality 
assurance/improvement?Af(org than one answer is allowed
Does not apply
Stimulation is not necessary; professionals pay enough attention to quality 
assurance. / Improvement
The management indicates what is expected from professionals with respect to 
quality assurance
Management checks whether professionals stick to commitments 
Systematic feedback to professionals about results achieved 
Management gives incentives 
Monitoring department action plans 
Sanctions, namely......................................................
2. Standards
What kind of standards do professionals use in your health centres? More than one 
answer is allowed
Standards for specific treatments/interventions 
Standards for patients’ education 
Standards for restricted medical actions 
Standards for utilization of medical equipment 
Standards for critical moments in service provision 
Standards for specific target groups and diagnoses 
Standards for patient routing from intake to discharge 
Standards for co-operation with other institutions/organizations
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Developing quality criteria
Developing protocols / standards
Meeting talking about results of 
satisfaction surveys, complaints
Quality committees
Quality improvement projects
Evaluating quality improvements goals
Activities : |
Peer review monodisciplinary
Peer review multidisciplinary
Utilization of individual care plans
Committees e.g. incidents, infection 
or drug committee
Job assessment interviews
Internal audits
Oualitv assurance and improvement 
activities: Does your health centre 
apply the following activities on 
regularly, systematic basis? E.g. 
Deming cycle- plan, do, check, act.
NO Yes Cyclic Systematic
Visitation/accreditation
Management information system
Satisfaction surveys among patients
Satisfaction surveys among referrers
Satisfaction surveys among 
employees
Need survey among patients
Need survey among referrers or 
other stakeholders
Compliant registration
Patients council
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Other activities: such as (please 
name it)
Explanation note:
No= no / does not apply
Yes = the activity is NOT applied on a regular basis
Cyclic= the activity is applied based on quality improvement cycle
Systematic=the activity is applied based on a quality improvement cycle and the activity
in integrated into normal daily/work routine
5. Your Designation
WilayatDirector of health services 
Head of section 
Head of health centre 
Wilayat nursing in charge 
Health centre nursing in charge 
QA coordinator 
QA focal point
Others (please specify)................................
6. How many years have you been working in primary health care?
I T I Less than 2 years 2 to 5 years 2 ]  More than 5 years
7. Do you think the introduction of the accreditation system in PHC is a good idea?
Yes 0 No
8. Are you involved in extra duties?
(For Example clinical sessions, teaching medical students or research etc....).
Yes No
The end
Thank you for your help in this research
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Appendix 5 (a)
An example of the interview transcript
MoH- HQ D0029
As in-charge of primary care section, describe your views and experiences regarding the 
quality in primary care.
It started with 2 regions, Muscat and Sharqiya Region. We started with 4 Health Centres in 
Muscat region. Initially it was just trying to change the culture, the awareness workshops, 
looking back to some of the documents which we needed when we applied quality in PHC. 
From there we expanded to more health centres and we shifted from awareness to process 
part of it, from trying to look into the plan of the health centre and the training of the staff 
into different courses in the quality, how to write objectives, how to set the annual plan, some 
of the quality activities integrated in their plan such as audit with its different aspects, 
services meant, internal audit, external audit, peer review. From there we also started training 
auditors and we looked into quality projects which are now going on. At the moment all areas 
have been covered except Masirah and A1 Wousta, which is in 2010 plan. Otherwise all 
regions were covered. We have focal points in all these regions. They are our bridge to the 
ministry. They give us their views. There are some fields conducted by the ministry for 
supervision and guidance. We have some external audit; some of the centrally trained 
auditors do these audits.
How did the quality program relatively change the primary care?
Initially, it covered just the programs which were there in the beginning. But now there are 
new programs. In the services provided we try to look into the quality aspect, providing 
checklist, for example, the H lN l outbreak. We have to change; we have to introduce quality 
into fighting this outbreak. Checklist was developed. People went into the audit, like, what is 
the requirement. And according to that some changes were done to accommodate.
You worked in the quality management, what do you think the role of the supervisors at the 
central level?
It was very important because we face the problems in one of the regions. Partly, maybe 
because of the supervision from the central was not very strict initially and thinking that they 
have a focal point who was well-trained and thinking that having a manager who is well- 
trained in quality is enough. But supervision from the central is very important. It helps to 
guide them, keeps them update with what is happening in the central level. Standardized is 
what they are doing with other regions because you can easily get carried away and start 
doing your own thing. Supervision is not just to go there for checking but acting as a liaise 
between the central and the regions and acts to do supervision plus guidance and support. It 
can be on both ways, they can come and visit us or we can go and supervise. W can exchange 
the experience with other regions through the central.
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Can you give an overview of the training in the quality program?
Training has to be planned. We have to have the exact numbers of staff which we need, the 
coverage we need to cover. Trainings can be on different levels and different staffing. But the 
problem that we are experiencing is the turnover of staff. It’s difficult to move from one level 
to another if you feel that you have not fulfilled the awareness level, or when everyone is not 
well-trained or well-oriented you cannot move to the 2”^  level. Because of this turnover staff 
we found some difficulties but we are trying to settle it and reduce the turnover. It’s an 
ongoing program and we have the training of trainers which will help a lot because it won’t 
be a burden to one or two persons. The more people trained the better.
Has there been any research conducted in the area of quality?
Nothing centrally, but Dr. Ahmed A1 Mahndari did some study on patient safety. Now we’re 
looking into revising the current system, getting internal expert or consultant. We will look to 
the system and evaluate. Most probably from there that will be a research for itself. There 
will be questionnaires for the staff, how they feel, how they move from no quality to with 
quality.
Is there any staff involvement in the quality program?
Staff involvement in quality improvement is just through training but this includes the quality 
improvement projects which everyone is doing this project, and through the audits.
Is there any community involvement in the quality program?
About the community involvement, until now we haven’t done anything although it is the one 
of the most essential parts.
The activities which we have now are based on different levels: level of health centre, 
wilayats, regions and the central level. The process part mainly happens in the health centres. 
We are mostly involving in the trainings of the staff, contracting the audits, quality 
improvement projects; they’re looking into the self-assessment. At the wilayat level includes 
setting a plan, involving the staff in setting these plans, involving in the top management 
reviews which are done at the end of each year. In the regional level, we’re having the focal 
point that makes sure that the plans are conducted on time, the audits are conducted according 
to the plan, objectives are set initially, and objectives are smart. However, some trainees 
working with the advisor. The advisor does all the communication. Regional level was 
involved in the training majority. We travel with him and conduct all the trainings. Whereas 
getting feedback and reports is through the advisor’s office. Monitoring the performance is 
our next step. At the moment, we are just in the process but we are not in the outcome.
How helpful is the work on audit and please provide some examples.
It gives them the insight on where they are, it gives them opportunity to write the solutions 
and work on them. It also gives the regions and the central the picture what’s going on 
actually in the health centre and health institute level. Through the audit, it gives the actual 
performance, how things are conducted, what is missing, how to bring the gap closer. This is 
how helpful it was. But it has to be done with the right attitude and with proper training 
otherwise it won’t be helpful experience but the other way around.
How the standards are developed?
In developing standards, we are trying to involve everyone. All the focal points on all the 
services, we tried to meet with them through the advisor. We are just a part of the team to
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develop the standards. It can be centrally or it can be approved through the central committee. 
Once they’re approved it will be communicated to the wilayats, regions and health centres. 
Dissemination is still a problem in some areas. Not all staffs are aware of all the standards 
which are available. About revision, we are working on revising but it’s a very slow process 
because the feedback is not that good.
Has anything changed in the workplace as a result of the quality assurance or improvement 
program?
The culture of the people has changed. Now they’re looking into the improvement, they’re 
looking into better service to their clients, customer satisfaction, patient safety and staff 
safety. It all depends on the attitude and how they are trained. But most of the things now we 
feel and we take their contributions. They do complain their workload but there are some 
improvements. They feel that people listen to them more now. They read what they write.
What are the deficiencies or challenges you need to improve?
Main deficiencies are having a task force which is there to help you revise the standards, 
people who are available and updated. People who are full time just for quality. Initially we 
thought we can do jobs together but now it’s expanding it is very difficulty.
It is a success to be able to cover the regions in 5 years, how long it stays depends on how 
you started.
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Appendix 5 (b)
PHC B0026
As you one of the seniors of primary care, I would like to go through several questions 
related to the quality system implementation in the primary care since 2003.
You can give me your views about the quality system in the primary care as a program. 
Quality assurance is a good program. By implementing this program there were some 
improvements in the health centre and the service, which also gives to the public or clients 
depending on the service on what you are auditing in each time. It also created culture of 
wasn’t there before. It is in the culture how it will improve the services given. But at the same 
time there were some negative points from other staff and I found out that sometimes it is 
difficult to be changed. Sometimes we are looking for the negative things although at times 
you reassure the staff that it is for improvement. Maybe from the different reflections and 
levels in the health services or it depends also on the reflection of the auditors. And from all 
of these, the final result is it is an achievement. The motivation which is not there in the 
program compared to other programs is sometimes created negative also on the program 
because there were some promises for the seniors and different auditors but these promises 
didn’t come to the real life. As you are doing the service there was no motivation and also 
there is no creativity in the program and it came as a routine.
From whatever you have discussed now and commented, do you think the quality program 
relates to any changes in the primary care?
As I’ve mentioned before, there were changes in the services given in the different clinics and 
helps to provide the deficiencies which are there and not there and the program helps to 
remove these deficiencies although some of it were difficult and beyond the program and the 
capabilities of the people who are running or supervising the program. I think if there is a 
good commitment from the in-charge of the health centre maybe there will be better and will 
achieve a better improvement. Even the in-charge of the health centres they become down if 
they think that there is no change and no solving of problems.
In your experience in the primary care, you have quality manager (in-charge of local health 
centre), manager in regional and central (ministry) level, what do you think the roles of the 
regional and central levels in the primary care?
In the ministry level, in the beginning there was a commitment, but by the time, it was lost. I 
didn’t see anything. The support needed which was started in the beginning is decreasing. 
The changing of the people, who’s in charge, is it from the director or somebody else. Is there 
enough support needed?
From the director of the wilayat and health centre there is, but I’m afraid that the power 
which was started is coming down. Maybe for example at the beginning of the year it started 
to say that there is like a letter for the health centre for the best. I saw some it was there 
before.
Can you give me the overview of the training program in quality system?
I am not the in-charge of the health centre; I don’t have the full infonnation about how the 
training is going on. But there was training and it is going well. Now I don’t know how 
frequently it is going and I see that there are new people who came to the team in the primary 
health care and some people who are heading the health centres are not trained well as we
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previously trained how to make the quality objectives and how to follow. At least there 
should be a yearly gathering, workshop and training as it is a good for example to take the 
support or the participation of other experts in other sections. For example, inviting 
somebody for exchanging experience and knowledge.
Since you’re here in the primary care, has there been any research in quality management? 
Staff customer satisfaction survey is going on before, but I don’t know if they are still doing 
it for the last few years since I went away. There was a staff satisfaction survey, but I read 
that it is only for the administration but when I go around I see some staff is doing it. 
Something should be a survey focused in quality before, now and future looking to the 
knowledge and attitude.
Has there any effort in staff involvement in quality program?
All the staffs are involved in conducting the different types of auditing, either self-assessment 
and internal and also external, like 3C card, 3 minutes meeting, 0 defect day. Sometimes the 
staffs are doing their best to achieve all the courses related to the quality.
Is there any community involvement in the quality program?
They are involved in the survey, 3C card and 0 defect days.
They are not involved in designing the quality program, for example you conducted the 
customer satisfaction and it comes with the result and it is related to the community or the 
clients which comes to the primary care, is there some sort of the communication that for 
improvement you are involving the community to solve those problems related to them and to 
the service?
If there is something related to the community should be discussed in the different 
committees (wilayat health committee, support community) then it will be implemented.
You talked about some activities conducted in the quality program, you mentioned about the 
3C card, 0 defect day and the 3-minutes meeting, describe other activities related to the 
quality program.
We are doing self-assessment, internal and external, comprehensive auditing and sometimes 
supervisory visits of the focal point, there are some auditing focused in the lab and in addition 
to that, activities related sometimes in the past workshops.
From the activities, what is happening in quality improvement when monitoring the program? 
The monitoring of the program is not like before. I also don’t want to make unfair comments 
because I’m not the in-charge. I don’t have the full picture. But there is a monitoring through 
the feedback from some visits. The commitment of the higher levels or different levels is not 
like before.
How helpful is the work in the audit until now, do you think it is helpful when we do the 
audit (internal, external or self-assessment)?
It is helpful, for example, some of the services in the health centre which are not up to the 
standards will be improved. Sometimes it supplies any change even to the health person on 
the knowledge, skills and type of the procedure. This will help the head of the programs or 
the in-charge to standardize the run of the service. It also helps to improve or upgrade the 
service and provide some of the missing equipment’s and to provide some of the instruments. 
There were improvements and nobody can ignore that.
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About the standard, we have the book composed of all the standards in the primary care, what 
did you noticed on how the standards developed, approved, communicated and disseminated? 
Through the auditing, you will get the checklist that was developed by the experts in the field. 
By implementing this checklist to different activities in different parts of auditing, it helps to 
provide the deficiencies in the program. It helps also to upgrade. Finally weTl see the 
development of the services by auditing and by implementing new things that are coming.
As you have mentioned some of the gaps and the deficiencies, are there any challenges to 
improve the cunent system?
The challenge is to keep aware the health personnel about the quality, to strengthen the 
supervision and communication, and to motivate the people to keep it up, to strengthen the 
commitment of some head of the programs in other levels to cover the deficiencies.
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Ethical Approval Letter for this Research
Sultanate of Oman
MINISTRY OF HEALTH
Directorate General of Health Services
GOVERNORATE OF MUSCAT ^
Ref; MH/DGHS/MCT/DP/^2Z. 2006  
Date 20 August 2006
To Dr Q am ra AI Sariri
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fac ilities  in m u sca t G overnorate", we are delighted to inform you that the study is 
approved by the regional research and ethics com m ittee. However, you have strictly 
to ensure the confidentiality of patients’ data i.e. not to mention patients’ N am es, 
confidential data or patients’ ID in your study.
Kindly send  us a copy of final results for this study upon completion  
Your cooperation is highly appreciated.
With kind regards.
ifned Bin A bdullah AI Khonji 
D irector G eneral 
DGHS -  M uscat .
P.O. Box ; 358, Mina Al-Fahal 
Sultanate of Oman, Code : 116 
Fax ; 24782120
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Appendix 7
A sample of Quality Management Plan of the years 2006 and 2009
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Appendix 8
2nd International Conference of Quality Management in
Health Care 
lst-3rd February 2010
Sultan Qaboos University, Muscat, Sultanate of Oman 
Oral Presentations
Evaluating the Current National Quality Management System in PHC in Muscat
Qamra S. Al Sariri, Director o f Planning- DGHS-Muscat,
Ministry o f Health, Sultanate o f Oman.
Email: a a alsariri(a),vahoo.com
Background: Quality Assurance (QA) in primary healthcare (PHC) is not a new concept. It 
is the direct outcome of PHC principles of equity, accessibility, integration, sustainability and 
partnership between the eommunity and other partners. Therefore, QA must be an essential 
part of PHC in all countries and should not be considered as a sophistieated and costly 
responsibility (WHO, 2000). The issue of health care quality assuranee/improvement is 
placed high on the agenda of Oman MoH; it is the second strategic vision in the 7th Five year 
plan (2006-2010). The aim of introdueing the QA program in PHC is to ensure the continuity 
of services. The QA program aims to increase the efficiency and effectiveness of the health 
care in the MoH and provide a mutual trust between health care facilities and the community 
(MoH, 2005).
Objective: To evaluate the implementation of current quality management system in PHC in 
Museat since 2003.
Methods: A quantitative, cross sectional study was conducted between Getober and 
Deeember 2008 using a self administered questionnaire targeted towards staff working in the 
area of quality management. The tool used as the measuring instrument for the evaluation of 
the quality system consists of 5 major areas within the quality system. Quality assurance 
documentation, involvement of patients, proeess based on standards, human resouree 
management and process improvement based on quality improvement proeedures. The 
statistical package of social science (SPSS) was used to analyze the data at a 95% confidence 
interval.
Results: The overall response rate was 84 %, (N=42). The response to the issue of 
doeumentation varied between 48-90% depending on the type of documentation facilities 
available at the health centre. 76% had speeial provisions for training and education of 
professionals, staff and management and 60% had set up quality working groups. However, 
support by QA expertise was 26%, and only 10% had an alloeated budget for quality 
management. Additionally, 69% agreed that there was a relationship between human 
resources management and the quality policy at the health eentre related to training new
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professionals in quality improvement methods and participation in quality improvement 
projects required, while 50% agreed that continuous education should be a priority of the 
quality poliey.
The availability of standards to eooperate with other organizations also varied between 26- 
57%. The response to involve patients was 50%. Patients were involved depending on the 
subject such as discussing the results of eustomer satisfaction surveys, eomplaints and when 
evaluating quality improvements goals.
Conclusion: These findings indieate that qualified and expert staffs are needed to support the 
infrastructure of the QA national program. The partnership with the community must be 
strengthened with the involvement of the PHC facilities. The eurrent manual for QA 
standards in PHC must be revised as it only foeuses on the strueture of the eurrent system. It 
should be upgraded to cover proeesses and outcomes sueh as the PHC services expansion. 
The research and training activities needs to be strengthened at the national level as it is a 
prineipal foundation of the QA program. National cadres need to be developed to manage the 
program and foster the culture of national improvement. This researeh opens future research 
to explore and evaluate these findings to improve the quality of PHC.
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